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 The devastating earthquake that struck Haiti on January 12, 2010 resulted in severe 
impacts for residents of the nation’s capital and surrounding areas. The lack of a formal mental 
health system has presented some unique challenges to meeting the mental health needs of the 
affected populations.  The focus of the present study was a group-level, lay mental health 
intervention program (Soulaje Lespri Moun or Relief for the Spirit), developed in the months 
following the 2010 earthquake in Haiti. The Soulaje Lespri Moun (SLM) project aims to 
facilitate recovery and resiliency processes by drawing from existing cultural assets/strengths 
that foster increased coping flexibility, social connection, and support among earthquake 
survivors in Haiti. 
Preliminary evaluations of the SLM intervention have demonstrated promising effects in 
the reduction of PTSD symptoms for program participants. However, little is known about the 
program’s impact on such recovery indicators as resilience, self-efficacy, sense of community, 
and religiosity.  Furthermore, little is known about participants’ experiences in the program or 
their perspectives on program benefits.  Using a mixed-methods data collection approach, the 
present study sought to provide information about perceived benefits of the SLM program from 
the perspectives of community participants, lay mental health workers, and program 
coordinators. Additionally, information was gathered about perceived utility of program 
components/activities, cultural relevance of the intervention, perceived sustainability, as well as 
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the extent to which program practices are related to psychosocial outcomes. Suggestions for 
program improvement were also elicited from every respondent.  
Results suggest the program is perceived as highly beneficial by participants and 
implementers, alike. In-depth interviews and focus groups, combined with a quantitative survey, 
provided rich and detailed data, showing improvements in psychosocial well-being among 
program participants and staff. Results also highlighted critical components of the intervention, 
while providing a unique window into the experiences of the primary beneficiaries of the SLM 
intervention. Ultimately, findings provide important direction for program refinement and 
suggest this community-based intervention may be a model for culturally-sensitive disaster 
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 On January 12, 2010, Haiti was struck by a magnitude 7.0 earthquake that directly 
impacted the nation’s capital (Port-au-Prince) and neighboring cities (Leogane, Jacmel, Petit and 
Grand Goave). This earthquake (described as the largest urban natural disaster in recorded 
history) combined with the effects of multiple aftershocks resulted in over 230,000 deaths, over 
300,600 serious injuries, and the displacement of over 1.5 million individuals whose homes were 
lost or seriously damaged (United Nations Office for the Coordination of Humanitarian Affairs 
(OCHA), 2011; United Stages Agency for International Development (USAID)/Office of 
Foreign Disaster Assistance (OFDA), 2011).  Displaced individuals settled in 1,354 settlement 
camps across the affected areas (USAID/OFDA, 2011).  In the months following the earthquake, 
Port-au-Prince was flooded with medical professionals, non-governmental organizations 
(NGO’s), and a host of other humanitarian organizations wanting to assist with meeting the 
immediate needs of those affected by the disaster. Initial recovery efforts focused on ensuring 
physical safety, meeting the medical needs of those who were injured, and providing food and 
shelter. Supports for livelihood were particularly critical given that even prior to the earthquake, 
as many as two thirds of the area’s residents were not formally employed (OCHA, 2011).  
Despite the international attention to Haiti in the immediate aftermath of this catastrophic 
earthquake, nearly three years later, an estimated 490,000 individuals remain in over 600 
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makeshift “tent cities” or camps for internally displaced peoples (IDPs) spread out across Port-
au-Prince and neighboring cities (OCHA, 2012).   
 Prior to the earthquake, Haiti faced a number of serious challenges including lack of 
infrastructure, under-development, widespread poverty and unemployment, political instability, 
as well as limited access to education and health care. In the aftermath of the earthquake, these 
pre-existing problems were compounded by loss of loved ones and property, disruption of social 
networks, as well as a host of adverse psychosocial and emotional correlates of traumatic 
experiences. Reports of hypervigilance, anxiety, sleep problems, grief, depression and 
alcohol/drug use were well documented by the World Health Organization (WHO) in the months 
following the earthquake (Inter-Agency Standing Committee (IASC), 2010). Scores of Haitians 
continue to be plagued by images of corpses lining the streets and sounds of people trapped 
under rubble screaming for help. The memories of these traumatic experiences will not soon be 
forgotten. Additionally, factors such as reports of sexual violence in many IDP camps as well as 
the inability to carry out traditional death and burial rituals for lost loved ones represent an 
ongoing threat to sense of security and overall well-being (Kolbe et al., 2010). Although the 
experience of psychological distress is a normal response to such traumatic events, distress is one 
of many possible responses. Indeed people also possess a remarkable capacity for self-recovery 
and resilience in the face of disasters (IASC, 2010). 
 As published empirical studies focusing on mental health issues in Haiti are sparse, the 
literature review will focus more broadly on disaster mental health in an international context as 
well as other relevant cross-cultural research.  This review will be followed by a description of 
the cultural context in Haiti and an explication of the substance of psychology in Haiti. Next, a 
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description of the development and implementation of a lay mental health group intervention 
will be provided.  Lastly, a description of the specific aims and objectives of the current 
investigation, approach taken in evaluating the SLM intervention, results, and a discussion of 
implications will be outlined.  
Psychological Consequences of Disaster 
A review of studies in disaster mental health reveals a number of common reactions to 
disaster including symptoms of post-traumatic stress disorder (PTSD), depression, grief, suicidal 
ideations/gestures, anxiety, and substance abuse (Bonanno, 2004; Bonanno, Brewin, Kaniasty, & 
La Greca, 2010; McFarlane, van Hooff, & Goodhew, 2009).  Although disaster exposure is 
believed to frequently result in serious psychological consequences, severe endorsement of the 
symptoms listed above has been found to occur in a relative minority of disaster survivors (i.e., 
less than 30%) (Bonanno et al., 2010). In fact psychological resilience has also been found to be 
a common reaction to exposure to disaster (Bonanno, 2004; Bonanno et al., 2010). Despite the 
diversity of potential reactions to disaster, the majority of published studies in the area of disaster 
mental health have primarily focused on trauma and adverse psychological reactions, with a 
particular emphasis on PTSD (Bonanno et al., 2010; McFarlane et al., 2009). Furthermore, 
previous studies in this area tend to focus primarily on the months immediately following the 
disaster, while largely neglecting more distal level effects of exposure to disaster which could 
provide insight into long-term recovery processes (Bonanno et al., 2010; IASC, 2007; WHO, 
2003). 
Disaster Response in an International Context  
 Recent large-scale disasters such as the earthquakes in Haiti, Chile, and Japan as well as 
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tsunami’s across Asia have sparked growing interest and discussion regarding the appropriate 
roles of psychologists in responding to international disasters.  In the wake of such devastating 
disasters, mental health professionals may feel compelled to travel to the affected communities to 
provide “psychological aid”.  However, in international settings, psychologists must be mindful 
of the potential risk of doing more harm than good when Western models of psychological 
treatment are assumed to be universally applicable and transported to non-Western cultural 
settings (IASC, 2007; 2010).  
Issues arising from efforts to implement Critical Incident Stress Debriefing (CISD) 
following international disasters have served as illustrations of the risks associated with 
importation of interventions developed in Western cultures to non-Western cultures without 
empirical examination of cultural equivalence and necessary cultural adaptations (Bonanno et al., 
2010). This commonly used emergency intervention has been found to be ineffective and at 
times psychologically harmful in a number of studies (Litz, Gray, Bryant, & Adler, 2002; 
McNally, Bryant, & Ehlers, 2003; Rose, Bisson, &Wessely, 2003; Stallard et al., 2006). The 
WHO (2005) now warns against use of CISD in disaster response work.  Given that the majority 
of the world’s cultures espouse non-Western, collectivist worldviews, it is imperative that the 
field of psychology seeks to expand its body of knowledge vis-à-vis disaster mental health. 
Movement in this direction will allow psychologists to better understand psychological response 
to disaster in diverse cultural contexts and ultimately to better meet the needs of diverse 
populations. 
A Conceptual Framework 
 Empirical evidence supporting specific interventions for emergency and disaster response 
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is sparse.  To date, there is no formal evidence-based framework for post-disaster interventions 
geared toward long-term recovery. In an attempt to move toward addressing this gap in the field, 
the Psychosocial Working Group (PWG) was developed in March 2000.  This group is 
comprised of a number of academic institutions as well as humanitarian agencies, and its work is 
funded by the Andrew Mellon Foundation (PWG, 2003). In its 2003 paper, the PWG proposed a 
conceptual framework intended to inform analysis, program implementation, as well as research 
and evaluation of psychosocial interventions implemented in the context of complex 
emergencies.  This model highlights the importance of three key components of psychosocial 
well-being: human capacity, social ecology, and culture and values (Figure 1). The human 
capacity domain encompasses subjective well-being (i.e., mental and physical health) and is 
argued to be influenced through education and training. The social ecological component refers 
to such factors as social connection, social support, and social engagement. Finally, the domain 
of culture and values refers to the broader cultural context and values that construct each 
individual’s experience of a significant event (PWG, 2003).  Additionally, the PWG’s model 
draws attention to the need to take availability of economic, environmental, physical resources 
into consideration in providing effective mental health services following emergency situations. 
In their proposed research agenda for psychosocial intervention, the PWG pointed to the need for 
empirical evaluation of the impact of interventions implemented in the wake of disasters (PWG, 
2002). Key variables across the core domains to be explored in this study include resilience, self 
















Figure 1. Conceptual framework for psychosocial interventions in complex emergencies 
proposed by the Psychosocial Working Group (PWG). 
 
Resilience. 
 In the wake of natural disasters on the scale of Haiti’s 2010 earthquake, in which people 
suffer such significant losses, it is tempting to focus on adverse psychological responses among 
those affected as illustrations of the great mental health need. However, as much of the existing 
literature on reactions to traumatic events is based on the experiences of individuals who seek 
treatment for significant psychological problems, the diversity of potential human reactions to 
traumatic life events is often overlooked. Bonanno (2004) proposed that contrary to popular 
belief, resilience is a common response to disasters and argued for the need for greater empirical 
attention to this construct in the area of disaster mental health.  Resilience refers to the capacity 
to maintain psychological and overall functioning in the face of significant adverse events 
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(Reivich & Shatte, 2002). 
Self and Collective Efficacy. 
 Self-efficacy and collective efficacy have been found to play a significant role in 
recovery from traumatic experiences. Defined as one’s level of perceived control and belief in 
the ability to accomplish identified goals, self-efficacy has been described as an important aspect 
of psychological well-being and is argued to impact recovery following disasters (Bandura, 
1994; Hobfoll et. al, 2007; Wickes, 2010). Bandura’s (1994) self-efficacy theory states that an 
individual’s beliefs about his/her abilities influences behavior by determining what he/she 
attempts to achieve and how much effort is invested. In a study investigating the role of 
perceived self-efficacy on a range of traumatic experiences (including natural disasters, terrorist 
attacks, military combat and sexual/physical assault), results consistently provided support for 
perceived self-efficacy as a mediator in recovery (Benight & Bandura, 2004). In addition to an 
individual’s sense of personal efficacy, sense of community or collective efficacy is also an 
important factor in post disaster recovery (Benight, 2004; Hobfoll et. al, 2007). Collective 
efficacy is an extension of self-efficacy and is defined as a group’s belief in its level of collective 
control and capacity to accomplish identified goals (Bandura, 1997; 2001; Wickes, 2010). 
Bandura (1994) proposed that activities that increase individuals’ knowledge and skills can foster 
confidence in one’s ability and ultimately produce effective action and empowerment on both 
individual and group levels. 
Sense of Community 
Given the importance of community in Haiti’s collectivist society, sense of community 
represents an important construct worth closer examination in order to foster better 
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understanding of the recovery experience of survivors in this context. McMillan and Chavis 
(1986) proposed a theory of sense of community comprised of four key components: 
membership (sense of safety and belonging), influence (beliefs about the extent to which one can 
help and be helped by the community), integration and need satisfaction (extent to which 
community meets needs of its members), and emotional connection (reflected in quality and 
quantity of interactions as well as shared history). Sense of community facilitates sense of 
support and connection and is associated with prosocial behavior and social responsibility 
(Omer, 2010).   
Subjective Well-being. 
 In addition to the key constructs that have been discussed (resilience, self-efficacy, 
collective efficacy, and sense of community), it is also important to consider commonly 
considered indicators of psychological well-being. Subjective well-being has been described as 
encompassing both one’s feelings about quality of life (appraised based on culturally relevant 
areas of value) as well as subjective reports of functioning in life (Keyes, 2005a; Keyes et al, 
2008). Psychological well-being has been studied using various types of measures. In studies 
examining psychological functioning following traumatic experiences, measures of depression 
and PTSD are often selected as indicators of psychological functioning (Van der Kolk, 
McFarlane, & Wersaeth, 1996).  Relatively few studies have attempted to use measures that 
capture a wide range of mental health outcomes. Subjective well-being is believed to be more 
consistent with this strategy of obtaining a more comprehensive measure of psychological 
functioning.  
Values and Valued Action 
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 Acceptance and Commitment Therapy (ACT) is a relatively new treatment approach 
predicated on the notion of functional contextualism (Hayes, Strosahl, & Wilson, 1999). From an 
ACT perspective, psychological and behavioral flexibility are critical outcomes in the treatment 
of psychological distress (Twohig et al., 2005).  Such flexibility is believed to be cultivated 
through six major processes: acceptance, defusion, self as context, values, committed action, and 
contact with the present moment (collectively referred to as the hexaflex model). Although the 
ACT model is broken down to six processes for ease of discussion, each process is argued to 
represent a facet of a unified event, and the six processes are conceptually intertwined (Hayes et. 
al, 2004; Twohig et al., 2005; Wilson & Dufrene, 2008). The present study will examine the role 
of values and action in the recovery experience of survivors of the Haiti earthquake. ACT 
conceptualizes values as verbally constructed statements that serve as intrinsic reinforcers for 
desired behaviors and reduce the likelihood of maladaptive behaviors (Hayes et al., 1999). In 
other words, values encompass all things and areas of life that hold significant meaning for an 
individual.  Values and committed action link verbal processes to change through behavior 
activation (Twohig et al., 2005).  
Current Guidelines for Disaster Response 
As previously mentioned, the field of disaster response currently lacks the body of 
empirical support needed for consensus on an evidence-based framework for responding to 
mental health needs following disasters. However, drawing from disaster response research in 
related fields, Hobfoll and colleagues (2007) identified five “evidence-informed” components of 
mass trauma interventions.  The following is a list of the identified principles:  
1. Promote sense of safety 
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2. Promote calming 
3. Promote sense of self and collective efficacy 
4. Promote connectedness 
5. Promote hope  
Psychological first aid (PFA) incorporates these principles, and is a promising alternative 
to CISD for disaster response intervention.  This evidence informed approach is also believed to 
be more appropriate for disaster response in cross-cultural contexts (Bonanno et al., 2010; Gist & 
Devilly, 2010; Ruzek et al., 2007; Vernberg et al., 2008).  It has come to be the preferred 
alternative to CISD and is endorsed by WHO as the gold standard for emergency response 
(Bison & Lewis, 2009; Freeman, Graham, & Boywer, 2000).  A recent study by Schafer, Snider, 
and van Ommeren (2010) yielded promising findings for use of an abbreviated version of the 
PFA protocol in Haiti following the 2010 earthquake. 
The WHO’s Department of Mental Health and Substance Abuse advocates for a 
community mental health approach to service provision following disasters (Saxena, van 
Ommeren, & Saraceno, 2006). The Inter-Agency Standing Committee (IASC) Task Force on 
Mental Health Psychosocial Support (MHPSS) is a working group comprised of over 30 
international agencies (e.g., United Nations, United Nations Children’s Fund or UNICEF, 
American Red Cross, World Health Organization, a host of NGOs, etc.). In its 2010 report 
outlining guidelines for psychological support in post-earthquake Haiti, the IASC called for 
consideration of several key principles in providing cross-cultural disaster mental health services. 
The IASC’s guidelines are endorsed by the American Psychological Association and highlight 
the importance of the following principles: 
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 Community-participatory approach to assessment of community needs and efforts 
to meet those needs 
 Attending to vulnerable populations or minority groups within the community 
 Drawing from existing supports and resources in providing services 
 Efforts to foster rebuilding normal life or a sense of stability 
 Access to existing social and psychological supports available in the community 
(e.g., through education, religious settings/activities) 
 Creation of sustainable, community-based mental health services to address 
ongoing mental health needs (IASC, 2010). 
Understanding the Cultural Context 
Although an adequate review of the history of Haiti is beyond the scope of this paper, it is 
worthwhile to outline a few key aspects of Haiti’s unique cultural history in order to facilitate 
better understanding of the context within which mental health work is carried out in Haiti.  
Located approximately 600 miles south of Florida, Haiti shares the Caribbean island known as 
the Hispanola with the Dominican Republic. The first black republic in the Western hemisphere, 
Haiti gained its independence in 1804 after the first successful slave rebellion against its Spanish 
and French colonial masters (WHO/PAHO, 2010). This aspect of Haiti’s history continues to be 
a source of great pride for many Haitians.  Despite the international community’s (namely the 
United States, France, and Spain) refusal to acknowledge Haiti’s sovereignty and efforts to 
undermine the nation’s progress, the country prospered in the nineteenth century (WHO/PAHO, 
2010).  However, by the twentieth century, the combined effect of external pressures/exploitation 
and internal governmental corruption seriously hindered the nation’s progress and overall 
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development. Despite the country’s tumultuous history, Haitians remain a proud and remarkably 
resilient people (Nicolas, Schwarts, & Pierre, 2009). 
Roughly the size of the state of Maryland, Haiti currently has a population of over nine 
million people, an estimated 50% of whom are under the age of 20 (WHO/PAHO, 2010). While 
this youth bulge presents many challenges, it also offers many opportunities for positive and 
lasting change. The official languages spoken in Haiti are Haitian Creole (“Kreyol”) and French, 
with the latter being used primarily in formal settings, whereas the former is the most commonly 
spoken language. Of particular importance to understanding the sociocultural context in Haiti is 
the existence of a significant social class hierarchy based on education, language, family 
background, and skin tone (Desrosier & Fleurose, 2002).  Specifically, individuals who are 
educated, speak French, come from wealthy families, and who have a lighter skin complexion 
are often considered to be members of a higher socioeconomic class than their less educated, 
darker skinned counterparts who primarily speak Kreyol. Regarding education, as many as 72% 
of the country’s inhabitants have only had a primary school education; only 1% have obtained 
education at the university level (WHO/PAHO, 2010). Furthermore, literacy is low, with 80% of 
individuals in rural regions and 47% of those in urban areas unable to read French (the primary 
language of instruction in Haitian schools).  Despite what these numbers suggest, education is 
intensely valued in Haitian culture, and families often go to great lengths to ensure children have 
the opportunity to pursue their education (Nicolas, Schwarts, & Pierre, 2009). 
Family and Community Support 
With regards to cultural worldview, Haitian culture is most consistent with a collectivist 
orientation.  As such, Haitian culture emphasizes a view of each individual as inextricably 
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embedded within a social and cultural context (WHO/PAHO, 2010).  Family constitutes a 
significant component of this broader concept of the self and is often referred to as the “poto 
mitan” (center pillar) of Haitian society.  The concept of family encompasses close friends and 
neighbors in addition to the nuclear family. This is particularly true in rural parts of Haiti, where 
the term Lakou is often used as a descriptor of a group of homes in a neighborhood as 
representing a family (Nicolas, Schwarts, & Pierre, 2009). Extended family households are quite 
common, and elders are held in high regard.  It is generally expected that aging adults should live 
out their days with adult children.  Traditional gender roles are commonly held in Haiti, with 
men perceived as the primary breadwinners, whereas women are responsible for taking care of 
the children and maintaining the appearance of the home.  In light of the strong collectivist 
orientation in Haiti, it is often more useful to approach mental health interventions by focusing 
on the sociocultural implications of illness rather than highlighting the experience at the 
individual level. This notion is supported by cross-cultural studies exploring the intersection of 
culture and mental illness (Kleinman 1980; Kleinman, Eisenberg & Good, 2006). 
Cultural Significance of Religion 
Religion is a critical component of Haitian culture and permeates all major spheres of life 
including politics, education, health, and morals.  The majority of Haitians identify as Christian 
(roughly 80% Roman Catholic, 16% Protestant). In addition to a Christian faith and religious 
practices, a significant portion of the population also identifies with the Voodoo (also called 
“Vodou”) religion, which has its roots in Western African religious traditions (Caribbean 
Country Management, 2006; Schafer, 2011). Vodou does not only serve a religious function in 
Haitian culture. Rather, it is also believed to provide medical healing, to serve a preventative 
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function as it relates to health issues, and provide overall well-being (Augustin, 1999).  Religious 
practices are often the coping mechanism of choice when Haitians face adverse life events or 
distress of any kind.  Religion is highly regarded and is believed to offer a sense of 
meaning/purpose, comfort, and connectedness. Research exploring the function of religion and 
spirituality in Haitian culture has revealed protective functions at the individual, family, and 
societal levels (Bibb & Casimir, 1996; Nicolas & DeSilva, 2008; Nicolas, Schwarts, & Pierre, 
2009; Stepick, 1998).  As such, this aspect of Haitian culture warrants special consideration in 
the provision of services to this population. 
Explanatory Models  
Given Haiti’s unique cultural context, it can be expected that the existing systems for 
understanding and addressing health and mental health needs in Haiti are vastly different from 
those in place in many Western cultures. Research on psychological phenomena in this cultural 
context can provide a great deal of information about contextual influences on psychological 
well-being and responses to traumatic events in varied contexts.  Understanding culturally 
constructed explanatory models for mental illness is an important first step in the provision of 
effective and culturally competent services in cross-cultural contexts (Kleinman, 1980; Pelto & 
Pelto, 1996; Weiss & Kleinman, 1988). Explanatory models describe culturally constructed 
perceptions of and explanations for illnesses. Explanatory models provide the framework from 
which key elements of an illness (symptoms, onset, course, severity, and level of impairment) 
can be understood (Kleinman, 1980; Johnson, Bastien, & Hirschel, 2009; Pelto & Pelto, 1996; 
Weiss & Kleinman, 1988). From the perspective of clinicians, explanatory models are useful 
sources of information regarding clients’ potential fears regarding the illness/treatment, help-
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seeking behaviors, as well as likelihood of compliance with treatment. Factors such as location 
(rural vs. urban Haiti), religious affiliation, and education often impact explanations of illness as 
well as decisions regarding treatment (WHO/PAHO, 2010). 
Perceptions of Mental Health  
Traditional, indigenous approaches to treating mental illness remain prevalent in present 
day Haiti.  Mental health issues are generally understood from a spiritual or supernatural 
paradigm for the majority of Haitians.  Symptoms of psychological distress or illness are often 
described as being the product of a hex or spiritual curse from someone believed to be jealous. 
Alternatively, at times mental illness is believed to be a sign that an individual has displeased the 
spirits or Gods in some way. Such explanations, largely grounded in a view of an external locus 
of control, can be a double-edged sword. On the one hand, it can be argued that a view of oneself 
as the victim of malice from someone who is jealous absolves the sufferer from guilt/self-blame 
and could thereby expedite recovery. On the other hand, declines in psychological functioning 
may be a source of shame for the ill as well as the family if they understand the illness to be an 
indication of disobedience of the spirits (WHO/PAHO, 2010).  
Lack of education about and awareness of mental health issues in Haiti contributes 
greatly to the challenges of dissemination of Western conceptions of mental illness in this 
cultural context. Overall, psychology is a relatively young discipline in Haiti. As is often the case 
in many non-Western cultures, mental health represents a very low priority in the overall health 
sector in Haiti.  There are less than 15 psychiatrists in the entire country and only 2 psychiatric 
facilities available for inpatient treatment of individuals with severe psychological disturbances 
(Haiti Libre, 2011).  Moreover, both psychiatric facilities and the vast majority of the few 
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psychiatrists in the country are located in the capital (Port-au-Prince), leaving rural regions of the 
country with no access to formal mental health treatment. In the wake of the 2010 earthquake, 
Haiti’s first professional association for psychologists was formed. Although milestones such as 
this, as well as recent availability of training in psychology at a few Haitian universities indicate 
some progress with increasing awareness of mental health issues, these trends primarily impact 
urban regions of the country, leaving rural areas largely unaware of other models for 
understanding and treating psychological illness.   
Help-Seeking 
In light of this reality, it is not surprising that Haitians have come to rely primarily on 
traditional practitioners and religious healers when confronted with psychological ailments 
(WHO/PAHO, 2010). For the majority of Haitians, family and religious leaders are generally the 
first point of contact when dealing with mental illness. Use of psychiatric care is most prevalent 
within upper and middle class populations.  For Haitians living in rural regions of Haiti, ougan 
(Vodou priests) are often consulted for help in managing severe mental illness.  Psychiatric care 
is only sought out if treatment by the ougan proves to be unsuccessful (WHO/PAHO, 2010).  For 
a subset of Orthodox Roman Catholic and fundamentalist protestant Haitians who view Vodou 
as sacrilegious, the preferred source of treatment for mental illness is dokte fey (herbalists).  
Traditional beliefs about mental illness and unfamiliarity with Western concepts of 
mental illness may present as significant barriers to service provision. The current consensus in 
multicultural psychology is that it is neither appropriate nor effective to simply transport 
Western-based methods of conceptualizing and treating mental illness to cross-cultural settings. 
Thus efforts should be made to move toward integrated systems of mental health care.  As has 
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been demonstrated in other areas of health, it is conceivable that individuals may choose to make 
use of multiple sources of treatment or to espouse views of illness that combine two or more 
paradigms (e.g., taking prescribed medications for an illness while also seeking prayer and 
support from religious leaders for healing). What follows is a description of a lay mental health 
intervention that could potentially serve as a model for moving toward an integrated system 
incorporating both traditional/indigenous views as well as Western-based approaches to 
treatment of mental illness.  
Soulaje Lespri Moun: A Lay Mental Health Worker Project 
 In February of 2010, a month after the January 12, 2010 earthquake, a team of 
researchers from the University of Michigan (UM) traveled to Port-au-Prince to conduct a post-
disaster assessment funded by the UN (James, 2010). A doctoral student in the social work and 
psychology program at UM (Leah James) along with a psychologist from the Ann Arbor 
Veterans Affairs Healthcare System (Todd Favorite, PhD) traveled with this team to assist with 
the assessment. In conducting interviews for the UN assessment, James discovered that many of 
the interviewees described symptoms of PTSD (startle response to noise, hyperarousal, 
nightmares, sense of the ground trembling under their feet, etc.). To help address the mental 
health needs of these individuals, James worked with a Haitian translator to create a basic coping 
protocol to be disseminated at a few IDP camps across Port-au-Prince (James, Favorite, Noel, & 
Solon, 2010).  
The Aristide Foundation for Democracy, a Haitian humanitarian organization agreed to 
support James’ efforts and invited her to conduct similar groups with teachers in mobile schools 
that had been developed after the earthquake to educate children living in the IDP camps.  A few 
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months later (May 2010), James returned with psychologist Todd Favorite to train a group of 
university students (from the University of the Aristide Foundation – UNIFA) to carry out the 
groups for IDP camp residents. This training was carried out with the help of the project field 
manager (Roger Noel) and a Haitian psychology student (Jacques Solon). At the culmination of 
the training, the group of eight Haitian students had mastered the protocol and were identified as 
“ajan sante mantal” (lay mental health workers). The ajan would go on to conduct free groups at 
IDP camps across Port-au-Prince. Thus, the “Soulaje Lespri Moun” (Relief for the Spirit) project 
was created (hereafter SLM). 
Program Objectives 
Guided by the recommendations for evidence-informed best practice outlined by Hobfoll 
and colleagues (2007) as well as Kienzler (2008), SLM espouses a community oriented, 
psychosocial trauma intervention model. In short, SLM aims to draw from the natural 
resiliencies and coping strategies of survivors to provide an adaptation of an evidence-informed 
framework that is effective in the unique context of IDP camps in Haiti and that can be sustained 
by the country’s people (James et. al, 2010). Using a train-the-trainer intervention approach, 
SLM aims to create a system of training and service that can be maintained by Haitian lay 
persons (James et. al, 2010).  It is important to note that the ajan are not trained clinicians, and as 
such are not expected to act as therapists. Instead, they are trained in a curriculum emphasizing 
psychoeducation about common responses to trauma and trained to teach basic coping skills to 
adult IDP camp residents.  Ajan are also trained to refer severe cases of psychological distress to 
the project psychologist.  Specific program objectives include: 
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 Provision of basic mental health education and coping skills to residents of IDP camps in 
Port-au-Prince 
 Development of an effective and culturally relevant intervention for mental health 
education and coping skills delivered in a group modality 
 Reduction of PTSD and depressive symptoms among program participants as well as 
among lay mental health workers 
 Provision of income, training, and education to lay mental health workers 
 Creation of a sustainable intervention, which can ultimately be maintained by Haitian 
workers and organizations 
 Facilitation of opportunity for international mental health professionals to participate in 
ongoing training of lay mental health workers (AFD, 2010). 
Program Characteristics and Activities 
Drawing from recovery and empowerment models, the SLM intervention primarily 
consists of a culturally adapted psychoeducation and skill building protocol, delivered to 
residents of IDP camps across the city of Port-au-Prince. Given the inherent challenges and 
instability of life in the IDP camps, attempts were made to build in flexibility in terms of both 
program structure and content. Seminars were initially offered to large audiences on a drop-in 
basis. However, as camps became more stable, there was a shift towards manualizing program 
content (12 sessions), and working with smaller groups who attended sessions regularly. The 
core components of the SLM program include: (1) disaster and safety education, (2) 
psychoeducation on responses to stress and trauma, (3) coping skills training (e.g., relaxation), as 
well as (4) religiosity and meaning making. The groups typically meet for three, 2-hour sessions 
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per week over the course of one to two months. Training of the lay mental health workers (or 
“Ajan”) consists of presenting the psychoeducation and coping curriculum in outline form 
(James et. al, 2010). Ajan are trained to deliver the intervention with flexibility and attention to 
context. Once they have demonstrated mastery of the core concepts, the Ajan are encouraged to 
teach the concepts in their own words and in a manner that is more palatable in Haiti’s unique 
cultural context. The ajan generally work in pairs, facilitating groups of roughly 12 community 
members. The SLM staff currently consists of fourteen Ajan (most in their twenties), a field 
manager, staff supervisor, and a project psychologist. Each staff member receives a small 
monthly stipend funded by a small grant from the University of Michigan Center for Global 
Health as well as contributions from the Aristide Foundation for Democracy.  
Pre and post surveys are administered to program participants to assess change resulting 
from the intervention. Additionally, at the end of each one to two month seminar period, 
participants complete an exam to assess knowledge of the program curriculum. The exam 
includes both a written and role-play component.  Those who pass the exam receive a certificate 
(typically given out during a “graduation” ceremony) and are encouraged to share their 
knowledge with other members of the camp.  This method of dissemination not only ensures that 
more people are reached but also promotes empowerment through engagement in pro-social 
action, which is of particular importance in Haiti’s collectivist cultural context. SLM’s strength-
based approach is consistent with recommendations for culturally responsive practice (Johnson 
& Tucker, 2008; Sue & Sue, 2003).  Another key component of the SLM project is that the 
project psychologist and project manager conduct debriefing sessions once a week with the Ajan 
to facilitate discussion and processing of experiences encountered in working at the IDP camps.  
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The Ajan also periodically complete surveys that assess PTSD symptoms as well as compassion 
fatigue and burnout.  
SLM Program Evaluation 
A preliminary assessment of program impact was conducted by the program developer, 
with the assistance of the lay mental health workers (James et. al, 2010).  In two separates 
studies, pre and post measures assessing PTSD symptom endorsement were administered to 
residents of two different IDP camps (Building 2004 and Delmas 33) in Port-au-Prince.  Overall, 
findings were promising, with both studies demonstrating a significant reduction in symptom 
endorsement as measured by the Harvard Trauma questionnaire (James et. al, 2010).  In a third 
study, group differences between SLM participants and a non-participant comparison group were 
examined.  A significant difference in number of reported coping strategies was found, 
suggesting participation in SLM facilitates expansion of existing coping repertoires (James et. al, 
2010). 
Although largely promising, findings of the preliminary SLM evaluation studies have 
important limitations.  In addition to relatively small and self-selected samples, the fact that 
previous evaluations were carried out by program developers likely increased the risk of issues 
of allegiance. Additionally, the study focused on PTSD symptom endorsement as the primary 
outcome measure while neglecting a range of other psychological responses, including 
resilience. As previously discussed, psychological responses to disaster are multifaceted and as 
such, it is important to capture other types of responses (Bonanno et al., 2010).  The exclusive 
use of quantitative instruments developed in the U.S. also raises a real threat to both internal and 
external validity of findings. Finally, while the evaluation studies highlighted outcomes for 
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participants in the SLM seminars, little is known about the experience of SLM staff and their 
perceptions of the program’s benefits.  The present study sought to address these shortcomings in 
order to more clearly elucidate program benefits and impact. 
Community Based Participatory Research (CBPR) 
Given the complexities of international disaster response, local input is critical in the 
development, implementation, and evaluation of disaster mental health interventions (Israel et. 
al, 2005; Viswanathan et. al, 2004). As previously outlined, local input was incorporated 
throughout the development of the SLM intervention and continues to influence program 
implementation. In an effort to reflect similar integration of community input throughout the 
research process, a community based participatory research (CBPR) paradigm served as the 
methodological framework for this study. CBPR is an orientation to research that emphasizes 
close collaboration with the community of interest to address real issues facing communities of 
interest (Shalowitz et. al, 2009). CBPR attempts to strengthen the capacity of community 
partners through active university-community engagement at each phase of the research process 
(Figure 2). An alternative to traditional research, CBPR offers an approach that is sensitive to the 
context surrounding the phenomenon of interest (Holkup, Tripp-Reimer, Salois, & Weinert, 























 Despite growing interest in disaster mental health, there is a critical need for empirical 
evidence supporting specific interventions for disaster mental health response, particularly in 
international contexts. The present study sought to address this need by evaluating the impact of 
a lay mental health community intervention (SLM) currently being implemented in Port-au-
Prince, Haiti. Operating from a CBPR framework, the principal investigator collaborated with 
SLM to assess perceived benefits and potential impact of program involvement for staff and 
community members along a range of outcome factors selected as indices of the PWG’s 
proposed domains of psychosocial well-being (i.e., human capacity, social ecology, and culture 
and values). This formative evaluation was intended to build upon earlier efforts to evaluate 
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program impact by providing an adjunct to existing knowledge about the SLM project. In 
keeping with the primary aim of formative evaluations, the study ultimately sought to furnish 
information for guiding program improvement (Rossi, Lipsey, & Freeman, 2004).  
An initial meeting was arranged between the principal investigator and SLM 
representatives in September 2011 to establish partnership, identify program needs/issues, and 
develop research questions.  This study was designed in response to the needs identified during 
this meeting and in response to a request for supplemental programmatic feedback. The study is 
part of a larger effort to 1) assist SLM in building program capacity and meeting community 
needs; 2) develop supplemental assessment of the project’s impact; 3) assist with Haitian Creole 
translation of measures and development of culturally appropriate instruments; and 4) to collect 
data to guide program implementation and ongoing evaluation. Complimentary aims of the study 
include giving voice to the needs and opinions of the primary beneficiaries of the SLM project, 
and to ultimately contribute to a deeper understanding of disaster mental health interventions in 
cross cultural contexts.  
While preliminary, internal evaluations of the SLM project revealed promising impact, 
the principal investigator was invited to conduct a more objective, external evaluation to capture 
programmatic feedback, gather information about staff perspectives, and to assess perceived 
benefits and impact on various psychosocial outcomes. Based on the PWG’s conceptual 
framework, the constructs of resilience, self-efficacy, collective efficacy, sense of community, 
subjective well-being, valued living, and religious involvement were selected to serve as 
indicators of the three core domains of psychosocial well-being. Using a mixed-methods 
approach, the study sought to address the following questions: 
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 To what extent is SLM perceived as beneficial and as meeting its stated goals? 
 Are some recipients more affected by participation in SLM than others? 
 To what extent is program involvement influencing PWG’s proposed domains of 
psychosocial well-being (i.e., human capacity, social ecology, culture and values)? 
 Which components of the program are rated as useful/effective? Which are rated as 
needing improvement?  
 To what extent are program components and activities viewed as culturally 
acceptable/appropriate? 
Hypotheses 
Although this study is discovery-oriented and descriptive in nature, the principal 
investigator had the following expectations: 
Hypothesis 1:  Extent of program involvement (e.g., number of sessions attended, 
intensity of involvement) will predict perceived benefits for community participants. 
Hypothesis 2:  Extent of program involvement (e.g., number of sessions attended, 
intensity of involvement) will predict scores on psychosocial outcome measures (e.g., 
resilience, self and collective efficacy, symptom endorsement, religious activity, as well 
as valued action).  
2a: Community participants with higher rates of attendance and who report 
having been more actively involved will report better psychosocial outcomes 
as measured by outcome instruments.  
Hypothesis 3:  Significant group differences will emerge between SLM program 
participants and a comparison group of non-participating IDP camp residents on outcome 
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measures (e.g., resilience, self and collective efficacy, symptom endorsement, religious 
activity, as well as valued action). 
Hypothesis 4:  Regarding program characteristics, there will be significant differences in 
SLM participants’ ratings of the utility of various program components.  
4a:  Participants will rate sociocultural (e.g., community building, incorporation 
of existing coping strategies) and behavioral (relaxation training) components 
of the program as particularly useful. 
Hypothesis 5: SLM staff and community participants will differ in terms of reported 
benefits of the program and feedback for program improvement. 
Hypothesis 6: Qualitative data collected from staff and program coordinators will provide 
support for program impact on outcome variables (resilience, perceived self and 
collective efficacy, as well as sense of community). 
Periodic assessment of PTSD symptom endorsement, compassion fatigue and burnout 
among the Ajan was a built in component of the SLM project from its inception.  A selection of 
the data obtained from these preliminary outcome evaluations will be reviewed to test two 
hypotheses pertaining to impact for SLM staff:  
Hypothesis 7: Extent of involvement with SLM will predict PTSD symptom endorsement  
Hypothesis 8: Reported levels of PTSD symptoms, compassion fatigue, burnout, and 









The sample for this study consisted of 220 adults between 18 and 63 years of age (M = 
29, SD = 9.2) currently residing in one of three IDP camps (Camp Toto, Camp Olympia, or 
Camp Rony Colin) in Port-au-Prince, Haiti. Regarding representation across camps, 130 of the 
survey respondents were from Camp Toto (59%), 76 from Camp Rony Colin (35%), and 14 from 
Camp Olympia (6%). Of the 220 participants, 129 (59%) had participated in SLM seminars in 
the past. The remaining 91 participants (41%) were residents of the same camps who had not 
received the SLM intervention. A power analysis was used to determine the needed sample size 
for the current study. Additionally, 13 of the 14 lay mental health workers and the program 
manager completed written surveys and participated in individual interviews and focus groups. 
Treatment of participants conformed to guidelines set forth by the American Psychological 
Association and the University of Mississippi’s Institutional Review Board. See Table 1 for 
participant socio-demographic characteristics. 
Measures 
 A self-report survey packet was developed in collaboration with SLM partners to gather 
information about program experiences, perceived benefits/impact, outcomes, and additional 
feedback. The complete survey packet included a socio-demographic questionnaire, a 
 
28 
compilation of psychometric measures, as well as open-ended questions regarding perceived 
program impact in a number of areas (See Appendix A). The complete survey packet was 
reviewed by SLM partners and Haitian colleagues upon arrival and refined as necessary for 
clarity and appropriateness. 
Socio-demographic Questionnaire. The demographic questionnaire was developed by 
the principal investigator and gathered information about a number of basic demographic factors 
including age, gender, marital status, level of education, religious affiliation, length of time 
living in IDP camps, as well as other factors that may impact the variables of interest. Based on 
the PWG’s conceptual framework, the following standardized measures were selected as 
indicators of the three core domains of psychosocial well-being (human capacity, social ecology, 
culture and values). 
Brief Sense of Community Scale (BSCS). The BSCS is an 8-item self-report 
questionnaire that measures four dimensions of sense of community: needs fulfillment, 
membership, influence, and emotional connection (Peterson, Speer, & McMillan, 2007).  
Subscales are based on McMillan and Chavis’ (1986) theory of sense of community. Items are 
scored using a five-point, Likert-type scale ranging from “strongly agree” to “strongly disagree”. 
Regarding the psychometric properties of the BSCS, Cronbach’s alpha for the full scale was .92 
(M=3.81, SD=.79) in the original validation study. Alpha coefficients for the individual scales 
were .86  for the needs fulfillment subscale, .94  for group membership, .77  for influence, and 
.87  for the emotional connection subscale. In the present study, the Cronbach alpha coefficients 




Collective Efficacy. Collective efficacy will be measured using a modified version of a 
method used in the Project on Human Development in Chicago Neighborhoods Community 
Survey, which has since been replicated in several studies (Browning, 2004; Earls et. al, 1994; 
Maxwell, Garner, & Skogan, 2011; Sampson et. al, 1997; Wickes, 2010). Specifically, collective 
efficacy was operationalized as being comprised of two component measures assessing social 
cohesion and informal social control.  For the social cohesion subscale, participants will be asked 
to rate their level of agreement with five items using a 4-point Likert-type scale. On the informal 
social control scale, participants will be asked to rate the likelihood that their neighbors could be 
counted on to act in a number of ways. In the present study, the Cronbach alpha coefficient was 
.79. 
General Self-Efficacy Scale (GSE). Originally developed in 1979, the GSE was created 
to measure confidence or the extent to which an individual believes they are able to meet a range 
of demands of life and to achieve set goals (Schwarzer & Jerusalem, 1995). The measure was 
originally created in German. In recent years, it has since been published in 26 other languages.  
It is often used to predict coping with daily stressors and stressful life events.  The measure is 
comprised of 10 items rated using a 4-point Likert scale (1 = not at all true, 2 = hardly true, 3 = 
moderately true, 4 = exactly true).  It is has demonstrated adequate reliability with the majority 
of the reported Cronbach’s alphas in studies in 23 countries ranging from .76 to the upper .80s 
(Luszczynska, Gutierrez-Dona, and Schwarzer, 2004; Scolz, Gutierrez-Dona, Sud and 
Schwarzer, 2002). In the present study, the Cronbach alpha coefficient was .87. 
Brief Resilience Scale (BRS).  The BRS was developed in an effort to address the need 
for a measure of resilience emphasizing the ability to recover or bounce back from stress as 
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opposed to more common representations of the construct as a protective or personality factor 
that is in place prior to the experience of a stressful event (Smith et. al, 2008).  Thus the BRS 
assesses an individual’s ability to recover from stress. The measure is composed of 6 items (e.g., 
“I tend to bounce back quickly after hard times”) rated on a 5 point Likert-type scale: 1 = 
strongly disagree, 2 = disagree, 3 = neutral, 4 = agree, 5 = strongly agree). Reported reliability 
(Chronbach’s alpha) in the validation study was adequate, ranging from .80 to .91 across four 
samples (Smith, et. al, 2008). In the present study, Cronbach’s alpha coefficient was .87. 
Mental Health Continuum Short Form (MHC-SF). The MHC-SF is a 14-item self-
report questionnaire derived from a longer version (MHC-LF; Ryff, 1989).  The MHC-LF has 
since been revised and gone through several iterations before the short for was developed (Ryff 
& Keyes, 1995; Keyes, 2005b, 2009).  The scale measures psychological functioning broadly by 
gathering information about aspects of Emotional (3 items), Social (5 items), and Psychological 
(6 items) well-being.  The measure is based on Ryff (1989) and Keyes’ (1998) models of 
psychological and social well-being, respectively. Regarding the psychometric properties of the 
MHC-SF, internal reliability coefficients for each subscale has been relatively high (> .80; 
Keyes, 2005a). Regarding cross-cultural use of this measure, Keyes and colleagues (2008) 
reported reliability and validity of this scale for use with a South African sample. In the present 
study, the Cronbach’s alpha coefficients for the individual scales were .83 for emotional well-
being, .68 for social well-being, .87 for psychological well-being. 
Valued Living Questionnaire (VLQ).  The VLQ provides information about valued 
domains and valued action (Wilson, Sandoz, Kitchen, & Roberts, 2010).  The measure is 
comprised of two parts.  In the first, participants are instructed to rate 10 items each representing 
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a value domain (e.g., family, intimate relationships, spirituality, etc.) in terms of the level of 
importance each domain has for them using a 10-point Likert-type scale.  Then, participants rate 
the same value domains based on the extent to which they believe their actions over the past 
week are aligned with the importance of each value domain. The VLQ has demonstrated 
adequate internal consistency reliability, with reported Cronbach’s alpha values of .79 –.83 and 
.58 –.60 for the importance and consistency scales, respectively (Wilson et. al, 2010). In the 
present study, the Cronbach alpha coefficients were .55 and .57 for the importance and 
consistency scales, respectively. These values suggest findings including the VLQ measure 
should be interpreted with caution. 
Duke University Religion Index (DUREL). The DUREL is a brief, five-item measure 
designed to assess three dimensions of religious involvement: organizational religious activity, 
non-organizational religious activity, and intrinsic religiosity (Koenig, 1997; Koenig, George, & 
Peterson, 1997). The measure has been translated into ten languages and has been used in over 
100 published studies. Regarding psychometric properties, the DUREL has high test-retest 
reliability (intra-class correlation = 0.91), high internal consistency (Cronbach’s alpha’s = 0.78–
0.91), and high convergent validity with other measures of religiosity (r’s = 0.71–0.86).  
Additionally, a number of independent studies have provided evidence supporting the factor 
structure of the DUREL (Koenig & Bussing, 2010). In the present study, the Cronbach’s alpha 
coefficient was .76. 
Civilian PTSD Checklist (PCL-C).   The civilian version of the PTSD Checklist (PCL-
C) is a 17-item, self report measure that assesses endorsement of PTSD symptoms.  Items are 
rated on a 5-point Likert scale ranging from “not at all” (1) to “extremely” (4). The measure is 
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commonly used as a PTSD screener, a tool for differential diagnosis, as well as for on-going 
assessment throughout the course of treatment (Weathers et. al, 1993). The measure provides a 
total score that is the sum of the 17 items. Additionally, respondents can be grouped in terms of 
diagnosis based on 1) meeting DSM-IV criteria for PTSD as measured by the PCL-C, 2) 
exceeding a particular cutoff point, or 3) some combination of the two scoring methods 
(Weathers et. al, 1993). In the present study, the Cronbach alpha coefficient was .96, suggesting 
high internal consistency of the measure. 
SLM Experiences Survey. The SLM Experiences Survey was developed by the 
researcher and was informed by Janet Eyler’s Service Experiences Survey designed to assess 
program experiences (Eyler and Giles, 1999).  The survey assessed extent of program 
involvement by asking about participants’ length of participation and length of time since 
completing the program in months.  Participants were asked to describe their involvement with 
SLM by indicating level of agreement (i.e. strongly agree to strongly disagree) with statements 
like “I had important responsibilities.”  Participants were also asked to describe their 
relationships with fellow participants, coordinators, and staff by responding to statements such as 
“I have developed a close relationship with my SLM group.”  Additionally, participants were 
asked to report opinions about their experiences in SLM.  Both the socio-demographic 
questionnaire and SLM experiences survey were used to assess program characteristics.  
Interviews and Focus Groups.  Interviews and focus groups were conducted with key 
informants (e.g., SLM staff and program coordinators) and community participants, respectively. 
The interviews and focus groups were semi-structured and were guided by open-ended questions 
developed by the researcher.  Questions were designed to elicit richer information to supplement 
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quantitative data. This aspect of the study served as an opportunity to give voice to community 
participants in shaping the program. Participants were asked a number of questions including 
thoughts on program benefits, impact of program involvement, aspects of the program deemed 
useful, and ideas for improving effectiveness and cultural applicability.  
Procedures 
 Translation of Study Materials. The primary language spoken by the participants in the 
study is Haitian Creole.  As such, the survey packet, interview questions, and focus group 
questions were translated into Haitian Creole according to recommended guidelines for linguistic 
translations for cross-cultural research. Specifically, research documents were translated, back-
translated, and evaluated for conceptual equivalence (Butcher, Nezami, & Exner, 1998; Mason, 
2005; van de Viijver & Leung, 1997). Initial translations were completed by the principal 
investigator, who is fluent in both English and Haitian-Creole.  Back translations were completed 
by Haitian colleagues fluent in both English and Haitian-Creole. Finally, a group of three 
bilingual colleagues (i.e. psychology students & mental health workers) met to evaluate the 
translated materials for conceptual equivalence and cultural appropriateness. Points of 
discrepancy were identified, suggestions for revisions were discussed, and changes were made as 
needed. 
 Training Research Assistants. A team of four Haitian psychology and social work students 
served as research assistants (RAs) and assisted with the data collection process. RAs were trained in the 
administration of the survey packets and instructed on how to conduct focus groups. Practice trials were 
conducted with the RAs to ensure understanding of data collection procedures.  The first focus group 
was transcribed and reviewed for accuracy before additional focus groups were conducted. Audio-taping 
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allowed for continued monitoring of the procedures. RAs were trained in the procedures for transcribing 
and analyzing focus group data.  
Recruitment. Residents of three IDP camps (Camp Toto, Camp Olympia, and Camp 
Rony Colin) who have participated in SLM seminars were recruited in April 2012 to participate 
in the study. Additionally, a number of other residents of the IDP camps who had not 
participated in SLM served as a non-equivalent comparison group and completed survey packets. 
The primary investigator collaborated with SLM to help coordinate recruitment of community 
members. Specifically, the research team went door-to-door, inviting camp residents to 
participate in the study. Those who were interested gathered in a meeting area and were provided 
some basic information about the study. In terms of recruitment of program staff, all lay mental 
health workers were contacted by the program manager and invited to participate in the study. 
All but one lay mental health worker (n = 13) were able to participate in the study. 
Data Collection. Using a mixed methods approach, perspectives of program impact and 
benefits were investigated with quantitative and qualitative data obtained through multiple 
methods and perspectives including surveys, interviews, and focus groups. During the initial 
phase of data collection, lay mental health workers and the program manager completed written 
surveys and were invited to participate in semi-structured, open-ended interviews and focus 
groups intended to elicit information about program benefits and outcomes of participation. 
Informed consent was obtained from each staff member. During the second phase of data 
collection, informed consent was obtained from each community participant and written packets 
were distributed. Research assistants and the primary investigator were available to answer 
questions and to administer questionnaires orally for those who were unable to read. All 
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participants completed self-report surveys, which took between 30 minutes to an hour to 
complete.  IDP camp residents who previously participated in at least one SLM seminar 
completed an extended version of the survey, which included questions about experiences and 
benefits of program participation. Non-participants completed a shorter survey packet comprised 
of socio-demographic questions and the compilation of outcome measures. A total of four focus 
groups comprised of six to ten participants were conducted by the principal investigator. A focus 
group was also conducted with 12 of the SLM lay mental health workers. Key informant 
interviews were also conducted with 11 staff members and 30 program participants. Interviews 
and focus groups were recorded and transcribed for analysis. 
 
Figure 3. Data collection plan. 
Data Analysis  
Descriptive statistics were computed for all demographic and quantitative data.  
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reliabilities for each measure. Correlation analyses were also conducted to explore bivariate 
relationships among variables of interest and to determine which factors would be included in 
multiple regressions. Hierarchical multiple regression analyses were conducted to examine the 
extent to which participant and program characteristics predict perceived benefits and scores on 
outcome measures. Independent variables were entered into the regression in three blocks: first 
the significant demographic variables were entered, followed by participants’ program 
participation (i.e., number of sessions attended), and finally, participants’ intensity of 
involvement (i.e. leadership role) was entered (Hypotheses 1, 2, 7, & 8). A multivariate analysis 
of variance (MANOVA) was completed to examine group differences between SLM participants 
and the non-SLM affiliated comparison group on psychosocial outcome variables (Hypothesis 
3). Finally, a series of dependent t-test comparisons were computed to examine differences 
among participants’ ratings of the utility of different program components including 
psychoeducation and coping skills training (Hypothesis 4).  Quantitative data were analyzed 
using SPSS 20.  
Qualitative analyses were carried out with the data gathered from interviews and focus 
groups (Hypotheses 5 & 6).  Collected data were transcribed, translated, and analyzed based on 
well-established approaches to qualitative analysis.  Specifically, thematic content analysis was 
used (Ratner & Hui, 2003). Common themes were extracted and coded to identify central themes 
(e.g., symptom reduction, personal growth, etc.). Data were then grouped into both emerging 
categories (e.g., increased knowledge, relief from physical symptoms, etc.) and a priori 
categories (e.g., resilience, self efficacy; Miles & Huberman, 1994). The qualitative data were 
coded independently by the principal investigator and one external rater. Training was provided 
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to the external rater to facilitate identification of meaningful “chunks” of data, such as clauses, 
phrases, sentences, or paragraphs for coding (Miles & Huberman, 1994). Coded data were then 
reviewed together, and inter-rater agreement was assessed. A few discrepancies emerged during 
this process. These discrepancies were discussed and categories were expanded and collapsed as 




CHAPTER III  
RESULTS: PART I – QUANTITATIVE 
 
Descriptive Analyses  
Means, standard deviations, and internal consistency reliability coefficients were 
calculated for the Brief Sense of Community Scale (BSCS), Collective Efficacy Scale (CES), 
General Self-Efficacy Scale (GSE), Brief Resilience Scale (BRS), Mental Health Continuum 
Short Form (MHC-SF), Valued Living Questionnaire (VLQ), and the SLM Experiences survey. 
The descriptive statistics for these measures are displayed in Table 2.  
On the BSCS, this sample had an overall mean of 24.02 (SD = 5.37). The mean in the 
current study is well above that reported by Peterson and colleagues (2007): 3.81 (SD = .79). The 
mean for the GSE was 23.36 (SD = 5.32). This sample yielded a mean score of 3.12 (SD = .79) 
on the Brief Resilience Scale (BRS). This score suggests relatively moderate to high levels of 
resilience (Smith et. al, 2008). On the MHC-SF, the following means and standard deviations 
were obtained for each subscale: Emotional well-being (M = 14.45, SD = 3.45), Social well-
being (M = 17.18, SD = 6.87), and Psychological well-being (M = 28.40, SD = 7.46). Mean 
scores for the VLQ were: Importance (M = 77.34, SD = 12.05) and Consistency (M = 75.79, SD 
= 12.78). Comparing this to means of 84.39 and 72.63, respectively, this sample seemed to report 
less valued living as compared to the sample surveyed by Wilson and colleagues (2010). 
Feedback obtained from a follow up focus group with camp residents on accuracy of translation 
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suggest issues of translation likely contributed to the difference in means. For example, 
when asked to describe their understanding of a VLQ item (#9) asking for a rating of consistency 
between importance and engagement in action in the area of citizenship/community life, focus 
group participants demonstrated confusion. One participant stated, “This question is asking if 
I’ve ever done something good in my neighborhood,” which while related to the issue of valued 
action misses the mark in terms of describing the extent to which action in this domain reflects 
its importance for the individual. On the PCL-C, the mean score was 33.98 (SD = 18.79). This 
score is well below the cutoff of 44, which is suggested as likely indicating significant 
endorsement of PTSD symptoms (Weathers et. al, 1993). Lastly, the mean score on the SLM 
Experiences Survey was 80.67, (SD = 5.24), suggesting generally positive experiences with the 
SLM intervention.  
Statistical Assumptions  
In order to ensure the statistical examinations were valid and more likely to generalize to 
other populations, the assumptions for our statistical procedures were examined. The statistics 
used in the current study include correlations, multiple regressions, MANOVA, and ANOVA. 
Given the significant correlations among the variables of interest in the study, residual plots and 
collinearity diagnostics were examined to ensure that the assumptions for multiple regression 
were met. Specifically, tolerance and variance inflation factors were examined as a check for 
multicollinearity. Tolerance levels were high, and variance inflation factors fell below the value 
of 10, suggested as indicating serious problems stemming from multicollinearity (Field, 2009; 
Morrow-Howell, N., 1994). Thus, multicollinearity among the independent variables did not 
seem to be a problem. Next, histograms and plots of residuals were examined to check the other 
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assumptions of multiple regression including normality, linearity, and homogeneity of variance. 
Overall, the visual representations of the data did not indicate serious problems. Homogeneity of 
covariance was also examined to ensure assumptions for a MANOVA were met. Box’s test of 
equality of covariance yielded a significance value of .002, suggesting the assumption of 
homogeneity of covariance was upheld.  
The main assumptions for ANOVA include independence, homogeneity of variance, and 
normality. The assumption of independence was met through the design of the current study. 
Homogeneity of variance was examined using Levene’s test. Results indicated the assumption of 
homogeneity of variance was met for four of the nine variables. Specifically, there was evidence 
of homogeneity of variance for sense of community, emotional well-being, psychological well-
being, and social well-being but not for resilience, self efficacy, valued action, PTSD 
symptomology, and intrinsic religiosity. Normality was also examined, and the assumption was 
met for all but three of the variables: sense of community, valued action, and intrinsic religiosity. 
Although the assumptions of homogeneity of variance and normality were not met for all of our 
analyses, MANOVA and ANOVA results tend to be robust to violations of these assumptions, 
and the results are therefore likely to retain their importance (Field, 2009). 
Correlation Analyses 
A correlation matrix was generated to assess the degree of association among key 
demographic and outcome variables and to explore bivariate relationships (see Table 3).  
Overall, level of program involvement was significantly correlated with reported program 
experiences (r = .673, p < .01), perceived benefits (r = .429, p < .01), resilience (r = .386, p < 
.01), social (r = .222, p < .05) and psychological well-being (r = .272, p < .01), sense of 
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community (r = .196, p < .05), self-efficacy (r = .292, p < .01), as well as valued action (r = .227, 
p < .01), suggesting participants with greater engagement and participation in the SLM program 
were more likely to report positive outcomes. Demographic variables such as age and length of 
stay in camps failed to correlate significantly with outcome variables.  
Table 1 
Selected Demographic Characteristics of the Sample  
______________________________________________________________________________ 
Variable       SLM          Non-SLM     




 Male            139 (63%)  30 (33%)   7 (54%) 
 Female             81 (37%)  61 (67%)   6 (46%) 
 
Level of Education  
 None       5 (2%)       3 (3%)    0 (0%) 
 Primary school            35 (17%)   21 (23%)    0 (0%) 
 Secondary school          141 (64%)                      52 (57%)    1 (8%) 
 Vocational school              15 (7%)     9 (10%)  4 (31%) 
 University             24 (11%)       6 (7%)  8 (62%) 
 
Religious Affiliation  
Catholic             56 (26%)    26 (29%)   1 (8%) 
 Baptist            110 (50%)      40 (44%)            7 (54%) 
 Vodou                  6 (3%)        1 (1%)   0 (0%) 
 Jehovah Witness                2 (1%)        3 (3%)   0 (0%) 
 None                16 (7%)      12 (13%)            2 (15%) 
 Other              29 (13%)      9 (10%)            3 (23%) 
  
Earthquake Trauma 
Personally injured             76 (35%)              35 (39%)        13 (100%) 
Family/friends injured         178 (81%)              73 (80%)        13 (100%) 
Lost family/friend(s)          149 (68%)             58 (64%)        13 (100%) 
         * Home damaged                  6 (46%) 
______________________________________________________________________________ 
Note. *This question was only asked of staff.
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Table 2  
Descriptive Statistics for Measures (Camp residents) 
______________________________________________________________________________ 
                Cronbach’s 
Variable          N            M            SD          Alpha 
______________________________________________________________________________ 
 
BSCS – Total score        215         24.02         5.37   .86 
BSCS – Needs Fulfillment             216                4.75                   1.50   .71 
BSCS – Membership                   217                6.87                    1.59   .65 
BSCS – Influence                  218                6.45                    1.65   .57 
BSCS – Emotional connection              220                6.01                    1.92  .90  
Collective Efficacy        215         18.72         3.34  .79 
General Self Efficacy        216         23.36         5.32  .87 
Brief Resilience Scale        218           3.12             .79  .87 
MHC – Emotional well-being      219         14.45        3.45  .83 
MHC – Social well-being       215         17.18         6.87  .68 
MHC – Psychological well-being      212         28.40         7.46  .87 
VLQ – Importance        151         77.34      12.05  .55 
VLQ – Consistency        150         75.79      12.78  .57 
PCL-C          206         33.98      18.79  .96 







































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































Hypotheses 1 and 2. Hypotheses 1 and 2 examined the extent to which level of program 
involvement predicted participants’ perceived benefits from participation in SLM as well as 
scores on psychosocial outcome measures, respectively. Specifically, it was expected that level 
of program involvement would significantly predict perceived benefits as well as a number of 
outcome variables (i.e., resilience, self and collective efficacy, PTSD symptom endorsement, 
etc). Results of a series of simple linear regressions revealed that level of program involvement 
was a significant predictor of perceived benefits (β = .429, t(127) = 5.35, p < .01), resilience (β = 
.386, t(125) = 4.67, p < .01), self-efficacy (β = .292, t(124) = 3.40, p < .01), social (β = .222, 
t(127) = 2.57, p < .01) and psychological well-being (β = .272, t(127) = 3.18, p < .01), valued 
action (β = .227, t(127) = 2.62, p < .01), sense of influence in (β = .363, t(125) = 4.35, p < .01) 
and connection to the community (β = .192, t(127) = 2.20, p < .05). The results did not provide 
support for level of program involvement as a significant predictor of collective efficacy, PTSD 
symptoms, intrinsic religiosity, nor emotional well-being (see Table 4 for detailed results).  
Table 4  
Summary of Linear Regression Analysis for Outcome Variables 
______________________________________________________________________________ 
Variable        B  SE(B)     β       p 
______________________________________________________________________________ 
 
Perceived benefits     .488   .091  .429    .000 
 
Resilience      .113   .024  .386    .000 
Self efficacy      .604  .178  .292    .001 
Collective efficacy                      -.038  .106           -.032    .720 
PTSD Symptoms               -.001  .515  .000    .999 
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Intrinsic religiosity    .045  .047  .085    .341 
Social well-being     .604  .235  .222    .011 
Psychological well-being    .747  .235  .272    .002 
Emotional well-being    .205  .110  .163    .065 
Valued action                1.001  .382  2.27    .010  
Sense of community influence   .222  .051  .363    .000 
Connection to community    .147  .067  1.92    .030 
______________________________________________________________________________ 
Note.  Perceived benefits (R² = .184), resilience (R² = .149), self-efficacy (R² = .085), collective 
efficacy (R² = .001), PTSD (R² = .000), intrinsic religiosity (R² = .007), social well-being (R² = 
.049), psychological well-being (R² = .074), emotional well-being (R² = .027), valued action (R² 
= .051), sense of community influence (R² = .131), connection to community (R² = .037). 
 
In order to provide a more sophisticated exploration of the relationships among our 
independent (i.e., demographics, frequency of group attendance, etc.) and outcome variables 
(i.e., resilience, self-efficacy, PTSD symptoms, etc.), a multivariate multiple regression was 
performed. The results revealed a significant main effect (F(10, 95) = 12.572, Wilks’ Λ = .43, p 
< .001). Specifically, level of program involvement, perceived benefits, and reported SLM 
experiences demonstrated a statistically significant predictive relationship with a joint 
distribution of the outcome variables (e.g., resilience, self efficacy, collective efficacy, PTSD 
symptomatology, sense of community, emotional/social/psychological well-being, and valued 
action). Follow-up univariate tests demonstrated that level of program involvement, perceived 
benefits, and reported SLM experiences significantly predicted collective efficacy, PTSD 
symptom endorsement, sense of community, intrinsic religiosity, emotional well-being, and 
social well-being. Results did not indicate significant predictive relationships between the 
independent variables and resilience, self-efficacy, valued action, or psychological well-being. 
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In order to further explore the relationships among the independent and dependent 
variables as well as the predictive power of SLM participation, while controlling for 
demographic variables, separate hierarchical multiple regression analyses were carried out for 
each outcome variable. Variables were entered into each model in the following blocks:  
Block 1 – Demographic variables (e.g., gender, marital status, education) 
Block 2 – Program involvement (quantity) (i.e., number of group sessions attended)  
Block 3 – Program involvement (quality) (e.g., perceived benefits, experiences) 
The detailed results of the regression analyses can be found in Tables 5 – 12.  However, a 
summary of findings is provided below.  
Resilience 
Gender, religious affiliation, and education were entered in step 1 of the model, 
explaining 12% of the variance in resilience. Education was the most significant predictor at step 
1 (β = .244, p < .01).  After entry of the number of SLM sessions attended at step 2, the variance 
explained by the model increased by 11%, accounting for 23% of the variance in resilience, R² = 
.107, F change (1, 117) = 16.24, p < .01. In the second model, gender, education, and number of 
sessions attended were statistically significant, with number of sessions attended recording the 
highest beta value (β = .37, p < .001).  Finally, level of program involvement, reported 
experiences in the program, and perceived benefits were entered at step 3, adding an additional 
5% of predictive power to the model, which approached significance, R² = .050, F change (3, 
114) = 2.61, p = .055. The overall model predicting resilience was significant and accounted for 





Regression Analysis of Variables Predicting Resilience 
______________________________________________________________________________ 
Step and Variables                
         B             β                 Sig     F        R
2
 
          
Step 1                .002   5.35**      .12 
    
     Gender      .273            .178        .053 
     Education      .211            .244**        .008 
     Religion      -.019          -.043        .625 
               
Step 2                .000    8.60**       .23 
    
     Gender      .315            .206*        .018 
     Education      .183            .211*        .016 
     Religion       .002           .004        .959 
     Number of sessions attended           .308           .333**        .000 
             
Step 3               .000   6.23**      .28 
     
     Gender      .293            .192*        .029 
     Education      .149            .173*        .048 
     Religion      -.003           -.006        .940 
     Number of sessions attended           .228            .247        .082 
     Program Involvement      .000           -.001        .995 
     Perceived Benefits                .081            .224        .159 
     SLM Experience                 .003            .023        .906 
______________________________________________________________________________ 
Note. *p  <  .05.  **p  <  .01 
PTSD Symptoms 
The demographic variables entered in step 1 (religious affiliation, level of education, and 
gender) explained 10% of the variance in scores on a measure PTSD symptom endorsement F (3, 
110) = 3.855, p < .05. After the entry of number of SLM sessions attended at step 2, the model 
remained significant, F (4, 109) = 3.336, p < .05. At step 3 level of program involvement, SLM 
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experiences, and perceived benefits were added to the model. This resulted in a 17% increase in 
amount of variance explained by the model, R² = .174, F change (3, 106) = 2.61, p < .01. 
Overall, the proposed model was significant, explaining 28% of the total variance in scores on a 
measure of PTSD symptoms. At the individual variable level, perceived benefits and reported 
experiences in SLM contributed the most to the overall model (β = -.803, p < .01 and β = .755, p 
< .01, respectively). 
Table 6 
Regression Analysis of Variables Predicting PTSD Symptom Endorsement 
______________________________________________________________________________ 
Step and Variables                
         B             β                 Sig     F        R
2
 
          
Step 1                .011   3.86*         .10  
     Religion       .353            .040        .659 
     Education              -3.477           -.212        .029  
     Gender              -4.915             -.165        .089       
               
Step 2               .013    3.34*          .11 
     Religion       .511             .059        .526 
     Education              -3.725           -.227*        .020  
     Gender              -4.730            .159        .101   
     Number of sessions attended          2.160            .120        .194 
             
Step 3               .000   5.96**        .28 
     Religion       .639           .073        .385 
     Education               -3.911         -.239**        .009  
     Gender    -2.880          -.097        .280   
     Number of sessions attended          6.113            .341*        .026 
     Program Involvement    -2.167           -.372        .046 
     Perceived Benefits              -5.716           -.803**        .000 
     SLM Experience                2.149            .755        .000 
______________________________________________________________________________ 





 The model was significant at each step, explaining a total of 19% of the total variance in 
reported self-efficacy. Initial screens suggested many of the demographic variables were not 
significantly related to self-efficacy. As such, only education (the only demographic variable 
demonstrating a significant relationship with self efficacy) was entered at step 1 of the model. 
The model only accounted for 4% of the variance in self-efficacy at step 1, but was significant, 
(F (1, 120) = 6.26, p < .05). Following the addition of number of SLM sessions attended at step 
2, the model remained significant, explaining an additional 13% of the total variance in self-
efficacy, R² = .132, F change (1, 119) = 19.23, p < .01. The final step, at which level of program 
involvement, SLM experiences, and perceived benefits were entered, did not contribute 
significant power to the model above and beyond that accounted for in the first two steps, R² = 
.013, F change (3, 116) = .612, p = .609. 
Table 7 
Regression Analysis of Variables Predicting Self-Efficacy 
______________________________________________________________________________ 
Step and Variables                
         B             β                 Sig     F        R
2
 
          
Step 1                .014   6.26*            .05  
    Education                1.373          .223*        .014  
               
Step 2               .000    13.22**        .18  
     Education                 1.213            .197*        .020  
     Number of sessions attended           2.403            .365**        .000 
             
Step 3              .000   5.60**          .19   
     Education                1.239            .201*        .021  
     Number of sessions attended          3.293            .500**        .001 
     Program Involvement     -.493            -.231        .181 
     Perceived Benefits               -.207            -.080        .624 
     SLM Experience                 .160             .158        .427 
______________________________________________________________________________ 





 Employment was the only demographic variable found to relate significantly to collective 
efficacy. As such, it was the only variable entered at step 1, which was not significant. After 
entering the number of sessions attended at step 2, the model remained insignificant, F (2, 122) = 
.494, p = .67. The addition of level of program involvement, SLM experiences, and perceived 
benefits at step 3 lead to a significant increase in amount of variance in collective efficacy 
explained by the model, R² = .079, F change (3, 119) = 3.445, p < .05. However, the overall 
model was not significant and only accounted for 8.7% of the variance in collective efficacy, 
F(5, 119) = 2.277, p = .051.  
Table 8 
Regression Analysis of Variables Predicting Collective Efficacy 
______________________________________________________________________________ 
Step and Variables                
         B             β                 Sig     F           R
2
 
             
Step 1                .508   .441            .004  
    Employment              -.444          -.060        .508  
               
Step 2               .611    .494            .008  
     Employment               -.388            -.052        .566  
     Number of sessions attended          -.252            -.067        .460 
             
Step 3                .051  2.28             .087  
     Employment               -.562            -.076        .403  
     Number of sessions attended          -.471            -.126        .397 
     Program Involvement      .237             .193        .295 
     Perceived Benefits                .816             .549        .002 
     SLM Experience                -.337            -.579        .006 
______________________________________________________________________________ 




Psychological Functioning and Well-being 
 
 The measure assessing psychological functioning provides 3 separate scores for 
emotional, psychological, and social well-being. Thus separate regressions were completed with 
each subscale. The model predicting emotional well-being included education and marital status 
at step 1, number of sessions attended at step 2, and the three program involvement variables at 
step 3. The model was significant, explaining 18% of the variance in emotional well-being, F (6, 
118) = 4.264, p < .01. Regarding psychological well-being, the proposed model was found to be 
significant and accounted for 11% of the variance in psychological well-being, F(5, 119) = 
2.895, p < .05. The final subscale (social well-being) was not significantly related to any of the 
demographic variables. As such only the program variables were entered in a 2-step model. At 
step 1, number of sessions attended was entered, and it accounted for 7% of the variance in 
social well-being, F (1, 123) = 9.482, p < .01. The addition of the three program involvement 
variables at step 2 resulted in an additional 11% of variance explained by the model, R² = .114, F 
change (3, 120) = 5.584, p < .01. The final model was significant and accounted for 19% of the 
total variance in social well-being, F (4, 120) = 6.823, p < .01. 
Table 9 
Multiple Regression of Variables Predicting Emotional, Psychological, & Social Well-Being 
______________________________________________________________________________ 
Variables                
         B             β                 Sig     F        R
2
 
          
Emotional Well-being              .001   4.26**          .18  
     Education                 .945             .255**        .004 
     Marital Status               -.971            -.260**        .003  
     Number of sessions attended          -.287            -.072        .610 
     Program Involvement      .140             .107        .535 
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     Perceived Benefits               -.023            -.014        .930 
     SLM Experience                 .074              .120        .551  
               
Psychological Well-being            .017    2.90*            .11  
     Education                 1.231             .152        .091  
     Number of sessions attended             .457             .052*        .025 
     Program Involvement        .319             .112        .532 
     Perceived Benefits                  .169             .049        .772 
     SLM Experience                 .127              .094        .649 
             
Social Well-being             .000  6.82**       .19   
     Number of sessions attended          2.154             .249        .074 
     Program Involvement       .673             .503        .011 
     Perceived Benefits                -.040            -.014        .933 
     SLM Experience               -2.163            -.632**        .000 
______________________________________________________________________________ 
Note. *p  <  .05.  **p  <  .01 
 
Valued Action 
The model predicting valued action was significant at each step and accounted for a total 
of 18% of the overall variance in valued action, F (6, 118) = 4.180, p < .01.  The intervention 
dose variable (i.e., number of SLM sessions attended) entered in step 2 resulted in a significant 
increase in R square change (R² = .039, F change (1, 121) = 5.412, p < .05).  At the final step of 
the model, employment status carried the most weight (β = .203, p < .01). 
Table 10 
Regression Analysis of Variables Predicting Valued Action 
______________________________________________________________________________ 
Step and Variables                
         B             β                 Sig     F        R
2
 
             
Step 1                .006   5.38**          .08 
     Employment               6.394             .231**        .009 
     Marital Status               1.783             .136        .124  
               
Step 2               .001    5.52**          .12 
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     Employment               5.855             .212*        .016 
     Marital Status               1.500             .114        .190  
     Number of sessions attended          2.803             .201*        .022 
             
Step 3              .001   4.18**          .18   
     Employment               5.621             .203*        .021 
     Marital Status               1.369             .104        .225  
     Number of sessions attended          3.367             .241        .091 
     Program Involvement      .503             .233        .245 
     Perceived Benefits               -.999            -.219        .214 
     SLM Experience                 .460              .083        .614 
______________________________________________________________________________ 
Note. *p  <  .05.  **p  <  .01 
 
Intrinsic Religiosity  
With regard to intrinsic religiosity, the model was not significant at any of the three steps, 
explaining only 4.5% of the total variance in intrinsic religiosity, F (5, 118) = 1.103, p = .363.  
Table 11 
Regression Analysis of Variables Predicting Intrinsic Religiosity 
______________________________________________________________________________ 
Step and Variables                
         B             β                 Sig     F        R
2
 
             
Step 1                .091   2.903            .023 
    Religion               -.126          -.152        .091  
               
Step 2               .239    1.448            .023 
     Religion                -.128            -.154        .092  
     Number of sessions attended          -.020            -.012        .898 
             
Step 3                .363   1.103            .045 
     Religion                -.130            -.157        .088  
     Number of sessions attended          -.349            -.204        .194 
     Program Involvement      .003             .011        .958 
     Perceived Benefits                .143             .257        .181 
     SLM Experience                -.042            -.061        .728 
______________________________________________________________________________ 





 As perceived benefits was not found to relate significantly to the demographic variables, 
demographic variables were not included in the 2-step model proposed to predict perceived 
benefits. Overall, the proposed model was found to be significant, F (3, 121) = 113.421, p < .01. 
Table 12 
Regression Analysis of Variables Predicting Perceived Benefits 
______________________________________________________________________________ 
Step and Variables                
         B             β                 Sig     F        R
2
 
            
Step 1                .000   14.59**          .11 
     Number of sessions attended          .822            .326**        .000 
                
Step 2               .000    113.42**        .74 
    Number of sessions attended            .187             .074        .343 
     Program Involvement     -.219            -.266**        .005 
     SLM Experience                 .387             .989**        .000 
_____________________________________________________________________________
Note. *p  <  .05.  **p  <  .01 
 
Taken as a whole, results of the multiple regression analyses revealed that participation in 
SLM significantly predicted perceived benefits as well as scores on measures of a range of 
psychosocial variables including resilience, PTSD symptom endorsement, self and collective 
efficacy, emotional/psychological/social well-being, and valued action. Multiple regression 
analyses did not provide support for program involvement as a significant predictor of 
spirituality/religiosity. Use of a measure of spirituality/religiosity developed and normed in Haiti 
would be an important step in ruling out the potential influence of issues related to translation 
and cultural incongruence of this construct, as measured by the DUREL. Overall, Hypothesis 1 
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was fully supported and hypothesis 2 was largely supported (i.e., program involvement predicted 
all but one outcome variable).  
Hypothesis 3.  A MANOVA was carried out to examine the third hypothesis, which 
proposed significant differences would be found between SLM program participants and non-
SLM affiliated camp residents on the outcome variables assessed in this study. Results revealed a 
statistically significant difference between SLM and non-SLM camp residents on the combined 
dependent variables, F (10, 187) = 10.96, p < .01; Wilks’ Lambda = .63. When the results for the 
dependent variables were considered separately, statistically significant differences were found 
between the two groups on measures of the following variables: resilience [F (1, 196) = 59.43, p 
< .01], self-efficacy [F (1, 196) = 24.66, p < .01], collective efficacy [F (1, 196) = 7.78, p < .01], 
PTSD symptoms [F (1, 196) = 56.44, p < .01], emotional well-being [F (1, 196) = 13.71, p < 
.01], social well-being [F (1, 196) = 6.71, p < .01], psychological well-being [F (1, 196) = 18.11, 
p < .01], as well as intrinsic religiosity [F (1, 196) = 6.74, p < .01]. Specifically, participants who 
had participated in the SLM program, reported greater resilience, higher self and collective 
efficacy, less PTSD symptoms, greater reported intrinsic religiosity, and better overall well being 
in terms of emotional, social, and psychological functioning. Results failed to reveal a significant 
difference between SLM and non-SLM participants in their scores on measures of valued action, 
sense of connection to the community, or sense of influence in the community.  
As there is an important difference between statistical and clinical significance, eta 
squared values were examined to determine the strength of the effects suggested by the 
MANOVA results. This examination revealed the strongest effects on resilience (Eta
2 
=.233), 
PTSD symptoms endorsement (Eta
2 
=.224), and self-efficacy (Eta
2 
=.112). For example, the eta 
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squared value of .233 for the resilience variable means that SLM participation accounted for 
23% of the overall variance in resilience scores among participants. Thus, results of the 
MANOVA suggest that among the variables investigated in this study, SLM participation 
appears to be most strongly associated with benefits in resilience, endorsement of PTSD 
symptoms, and self-efficacy (See Table 13).  
Table 13  
Summary of MANOVA Results: A comparison of means and standard deviations for SLM and 
non-SLM participants on psychosocial outcome measures. 
______________________________________________________________________________ 
 
      SLM              Non-SLM Comparison Group 
Variable 





Resilience     3.42   .784  2.65          .563  .233** 
Self efficacy              24.75   5.46           21.11          4.58  .112** 
Collective efficacy            18.35   2.96           19.67          3.67  .038** 
PTSD Symptoms             26.53            14.70           44.67        19.28  .224** 
Intrinsic religiosity             14.54   1.42           13.89          2.07   .033* 
Valued action               76.10            11.46           73.74        14.46   .008  
Sense of community influence          24.07   5.15           23.88          5.67   .000 
Connection to community   6.04   1.96  5.94          1.89   .001 
 
Emotional well-being            15.16   3.29           13.35          3.56  .065** 
 
Social well-being             18.06   7.10           15.50          6.56   .033* 
Psychological well-being            30.24   7.21           25.75          7.50  .085** 
______________________________________________________________________________ 




Hypothesis 4.  The fourth hypothesis proposed SLM participants would differentially 
rate the utility of SLM program components. Specifically, it was expected that sociocultural 
(e.g., community building, etc.) and behavioral components (e.g., relaxation training) of the 
program would be rated as particularly useful. Specifically, program components included 
education about earthquakes (M=9.89, SD= .338), psychoeducation about responses to trauma 
(M=9.79, SD= .510), interactions with people with common issues (M=9.54, SD= .839), sharing 
and hearing stories (M=9.50, SD=  .811), staff-participant relationship (M=9.81, SD=  .867), and 
coping skills (i.e., relaxation techniques) (M=9.95, SD=  .227). Each possible pairing of program 
components was compared using dependent t-tests. Results suggest that although participants 
endorsed a generally favorable view of all program components, some aspects of the SLM 
experience were rated as particularly useful. Specifically, relaxation training was rated 
significantly more favorably than all other program components except education about 
earthquakes. Education about earthquakes and staff-participant relationship received the second 
highest favorability ratings, followed by psychoeducation about trauma. Interestingly, the 
program components dealing with community building (interactions with people with common 
issues and sharing/hearing stories) received the lowest ratings, although the mean scores were 
still over 9 on a 10-point scale, and relationships between participants and staff were rated as 
highly useful. 
The following hypotheses were initially proposed based on an expectation that the 
principal investigator would gain access to program records. As program records could not be 
obtained, the hypotheses were assessed based on the data directly gathered from SLM staff 
during the course of this study. 
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Hypothesis 7.  It was expected that extent of involvement with SLM would predict 
PTSD symptom endorsement. Based on information gathered from SLM staff, extent of 
involvement was operationalized in terms of duration of employment as SLM staff (i.e., either 1 
year for the newer wave of staff, or 2 years for the original core staff). A simple linear regression 
revealed that duration of involvement with SLM was not a significant predictor of PTSD 
symptoms reported by the staff (β = .397, t (127) = 1.434, p < .01). 
Hypothesis 8.  At the outset of this study, it was proposed that initial staff reports of 
PTSD symptoms, compassion fatigue, burnout, and duration of involvement with SLM would 
predict current scores on psychosocial outcome variables. Again due to inability to access 
program records, data on initial staff PTSD scores, compassion fatigue, and burnout could not be 
obtained. As information about duration of involvement with the SLM program was gathered for 
the present study, this variable served as the sole predictor for the outcome variables. Results of a 
series of simple linear regressions revealed that duration of program involvement was a 
significant predictor of self efficacy (β = -.654, t (11) = -2.87, p = .015), collective efficacy (β = -
.552, t (11) = -2.20, p = .051), and psychological well-being (β = -.663, t (11) = -2.94, p = .013) 
scores among members of the SLM staff. The results did not provide support for duration of 
program involvement as a significant predictor of resilience, PTSD symptom endorsement, 
intrinsic religiosity, social well-being, nor emotional well-being (see Table 14 for detailed 
results). 
Table 14  
Summary of Linear Regression Analysis Predicting Staff Outcomes  
______________________________________________________________________________ 





Resilience            -.550   .342  -.436    .136 
Self efficacy                -4.700            1.638  -.654    .015 
Collective efficacy              -6.650            3.030             -.552    .051 
PTSD Symptoms               4.775            3.327   .397    .179 
Intrinsic religiosity               -.725            1.439            -.150    .624 
Social well-being                6.125            4.452   .383    .196 
Psychological well-being              -3.500            1.191             -.663    .013 
Emotional well-being              -1.400            1.430             -.283    .349 
Valued action                 6.250            5.605   .319    .289  
Sense of community influence            6.200            4.269   .401    .174 
______________________________________________________________________________ 
Note. Resilience (R² = .190), self-efficacy (R² = .438), collective efficacy (R² = .305), PTSD (R² 
= .158), intrinsic religiosity (R² = .023), social well-being (R² = .147), psychological well-being 
(R² = .446), emotional well-being (R² = .080), valued action (R² = .102), sense of community 
influence (R² = .161). 
 
SLM Experiences Survey Results 
 Frequency analyses of survey items pertaining to participants’ experiences with SLM 
indicated high levels of program satisfaction. Virtually all participants who had attended the 
SLM sessions indicated “Agree” (23.4%) or “Strongly Agree” (76.6%) in response to the survey 
item, “The SLM program was beneficial for me.” Participants were also unanimous in reporting 
they found the topics of discussion useful: 23% “agree”, 77% “strongly agree.” Participants rated 
staff as knowledgeable/professional (34% agreed, 66% strongly agreed), reported feeling better 
due to SLM participation (23% agreed, 77% strongly agreed), reported learning about spiritual 
growth and faith (95% agreed or strongly agreed), and described closer relationships with other 
SLM participants (98% agreed or strongly agreed) as well as non-SLM camp residents (97% 





RESULTS: PART II - QUALITATIVE  
 
Qualitative data in the form of an open-ended question in the written survey, individual 
interviews, and focus groups were gathered and analyzed through content analysis procedures. 
The researcher worked with an external coder to carry out thematic content analysis of the 
qualitative data. After training the external coder in the coding procedures for the content 
analysis, the process of creating the coding system and instructions for separation of participant 
responses into units of meaning were discussed.  The external coder was trained in the process of 
assigning a single code per unit of meaning. Once the external coder began coding responses, 
difficulties and areas of disagreement were discussed and decision rules for coding were made as 
needed (Ratner, 2008). For example, in response to a question about personal impact of 
involvement with SLM, a lay mental health worker stated, “SLM taught me how to interact and 
work with people better and to react/respond in a better way in difficult situations.” This 
sentence was coded as reflecting multiple themes by the principal investigator (e.g., social 
connection, adaptive coping), whereas the external rater assigned a single code for the social 
connection category. Results of quantitative analyses are presented in the following sections 
through a discussion of common themes found in the data.  
 A total of 30 individual interviews and five focus groups were carried out across three 
IDP camps for the present study. Focus groups consisted of one staff focus group (n = 12), three 
participant focus groups (n = 8, n = 6, n = 10), and one participant focus group focused on 
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discussion of translated measures (n = 9). All participant interviews and focus groups took place 
in the camps. Staff interviews and focus groups were conducted at the SLM headquarters 
(Aristide Foundation for Democracy in Tabarre). Interviewees and focus group participants were 
asked to discuss program impact, importance of various program components, impressions of 
staff, program strengths/weaknesses, and to provide suggestions and relevant programmatic 
feedback. Predominant response themes are outlined in the following sections. 
Program Impact 
Participant Perspective 
When asked about the personal impact of involvement with the SLM program, 
participants unanimously reported significant positive impacts. Participants’ responses to the 
question of personal impact coalesced into three overarching themes: symptom relief/reduction, 
personal growth, and development/strengthening of social connections.  
Subjective well-being (Physical & psychological). Participants frequently reported 
noticeable reductions in psychological as well as physical symptoms (e.g., headaches, 
gastrointestinal issues, difficulty sleeping, etc.). One participant, a 42-year old woman, shared 
the following personal anecdote in describing the impact of her participation in SLM: 
“The moment at which I realized the extent of the impact of my work with SLM was the 
night of our graduation ceremony. When the earthquake happened, I was trapped on the 
roof of a two-story house that collapsed. I was on that roof for several minutes trying to 
figure out how to get down. I found some steps and running down the steps, when another 
aftershock began. After that, I could use stairs and I could not go near that house for 
months. On the day of my graduation from SLM, for the first time since the earthquake, 
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and with high heels on, I walked up a set of stairs to enter the ceremony. Before that day, 
I would have had to have been bound and gagged to even approach those stairs. I have 
SLM to thank for that.”  
This response reflects a reduction in avoidance characteristic of PTSD. A middle-aged 
woman noted, “Ever since I finished SLM, I’m not afraid to talk about what happened on the day 
of the earthquake anymore.” Another participant added, “I used to have really bad dreams about 
it [earthquake] all the time, but thanks to SLM that’s not a difficulty for me anymore”). Other 
comments referred to relief from physical symptoms (e.g., “In my time of suffering, SLM was a 
lifeline for me. After the earthquake, I had headaches that would not go away. By the end of my 
involvement with SLM, the headaches had reduced significantly”). Overall, these themes were 
among the most common responses provided. 
Empowerment (self-efficacy & resilience). Regarding personal growth, one participant 
remarked, “SLM helped us to see ourselves as heroes – people who can help ourselves & others. 
SLM taught us that regardless of the challenge, we are equipped to face it.” Respondents 
commonly expressed confidence in their ability to overcome any obstacles they might encounter. 
As one participant shared, “I learned how to deal with the problems I face by confronting 
whatever situation might come my way and remembering I can bounce back.” Another 
participant remarked, “It’s much easier now to focus on my goals because through the program I 
learned I possess the capacity to do whatever I decide I want to do.” These and similar responses 
converged with results of the quantitative data in providing additional support for participants’ 
view of the program as impacting their self-efficacy and resilience. 
Social Connections. The development of stronger social connections was a common 
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theme in the interviews with both participants and staff. As one participant stated, “SLM 
changed the way we deal with each other. Others in the camp can see a difference in those of us 
who were in SLM. We are much less likely to get angry or into disputes/arguments with our 
neighbors.” Another participant noted: 
SLM taught us to better exist in this community with others – respecting others even when 
we don’t agree with them. There were members of this camp who used to behave very 
strangely, but after participating in SLM, you could notice a real difference in how they 
conduct themselves. SLM brought together lots of different people, some of which I would 
have never picked, if I were choosing participants. But now, those same people have a 
place in my heart. 
Participants’ reports of improved social connections also extended to their family relationships:  
I learned how to better respond to my children. For example, I have a son who started 
acting out after the earthquake. I used to get very angry and would spank him. SLM 
taught me his behavior may be a symptom of his traumatization and taught me to be 
patient with him. Now he is doing much better. 
Another interviewee reported, “SLM helped me better understand my children and members of 
my family.” 
Staff perspective of participant impact 
Members of the SLM staff were also asked to describe the impact they believed SLM had 
on camp residents. The staff responses reflected similar themes of relief from psychological and 
physical distress as well as personal growth (i.e., increased self-efficacy and resilience). 
“Participants came to know their own strength and potential,” said one young staff member. 
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Another staff member added: 
We have seen real changes in participants’ health. Some reported sleeping better, less 
headaches, improved sex life. At our last graduation ceremony, an older man gave a 
testimony and said he used to drink a lot, but thanks to SLM he is not drinking so much 
anymore. 
 A newer member of the staff chimed in, “You would have to come to the graduation ceremony 
to hear from the people themselves what SLM means to them. At the ceremony, you can’t deny 
there is an increase in morale and sense of hope among camp residents.” 
SLM staff members also frequently commented on their observation of the development 
of strong bonds and solidarity among SLM participants. One staff member explained, 
“Participants from all walks of life came together and developed strong bonds with one another 
that lasted beyond the duration of the program.” Another staff member echoed this theme stating, 
“When we first arrive at the camps, people are usually in cliques or groups. By the end of the 
seminar, they are more unified. Despite varying religions, levels of education, etc, they become 
one family.”  
Table 15. 
Sample Participant Responses Regarding Program Impact 
_____________________________________________________________________________  
General   Central   Representative 
Theme    Theme    Quote(s) 
______________________________________________________________________________ 
 
Symptom Relief   Psychological distress  “I learned techniques to help reduce 
        the stress of living in the camp.” 
 
Physical symptoms  “I was injured in the quake and used 
to be in pain. After participating in 
SLM, I was not in so much pain.” 
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Personal Growth  Self-Efficacy   “SLM helped me to see that when 
faced with a problem I can help 
myself psychologically, even if not 
materially.” 
 
Resilience   “I now understand how to confront 
whatever situation might come my 
way.” 
 
Social Connections  Sense of community  “SLM taught us how to coexist more 
happily as a community.” 
 
    Interpersonal    “Helped us to better live with family  
    Relationships    and our neighbors.” 
______________________________________________________________________________ 
Staff Perspective of Personal Impact 
In terms of perceptions of personal impact among SLM staff, the major themes that 
emerged included increased coping skills (e.g. “SLM helped me to be less anxious, to be calmer, 
and to think of solutions for my problems”); better understanding of self/others (e.g., “SLM 
helped me to better understand people and showed me how to better get along with others”); 
sense of patriotism or pride in being able to help their country (e.g., “Because of SLM, I have 
more love for my fellow countrymen”); and a greater sense of purpose (e.g., “SLM re-oriented 
my life and gave me the opportunity to contribute to society”; see Table 16). Many of these 
themes are captured in the response of one staff member who stated: 
After such a catastrophe, in which I was traumatized myself, I wanted to help but could 
not see a path to be involved in the country’s recovery. SLM provided me the means to 
bring help to my people, my country.  
Members of the SLM staff also reported having developed strong social connections through 
their work with SLM. In describing his relationship with his colleagues, one staff member said, 
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“SLM provided me with a great group of friends that have become more like family.” 
Overall, the information gathered from staff and participant interviews and focus groups 
was in line with the investigator’s expectations of a significant association between program 
involvement and a range of psychosocial outcomes. Increased resilience, self-efficacy, and social 
connections were frequently cited, in addition to reductions in PTSD symptoms (i.e., avoidance, 
hypervigilance, etc.) among both program staff and participants. The expected impact on 
religious/spiritual functioning was not reflected in the qualitative data gathered for this study. 
Additionally, participants’ responses did not explicitly reflect valued action. However, many 
described improvements in valued domains such as family (e.g., “If you want to understand the 
impact of SLM in my life, I would have to take you to my home to speak with my wife and 
children. They can tell you SLM changed me and our family”) and social connections. Similarly, 
the common expression of the meaning and importance of engagement in pro-social action 
among the SLM staff can be understood as reflecting valued action in areas that have great 
significance for them: helping others and giving back to their communities. Staff responses also 
suggested an association between involvement in SLM and gains in other valued domains such 
as friendships/social connections (e.g., “My relations/interactions with people in general have 
improved immensely as a result of my work with SLM”) as well as education and career (e.g., 
“SLM gave me a better understanding of psychology in practice”). 
Table 16. 
Sample SLM Staff Responses Regarding Program Impact 
_____________________________________________________________________________  
Central   Representative 





Coping skills    “Involvement with SLM helped me deal with my own trauma.” 
“SLM showed me better ways to react/respond when I encounter 
difficult situations.”   
     
Patriotism &   “After such a catastrophe in which I was traumatized myself, I 
Pro-social action  wanted to help but could not see a path to be involved in the  
country’s recovery. SLM provided me the means to bring help to  
my people, my country.” 
 
Sense of Purpose  “SLM has changed my life direction. I draw a lot of joy and 
satisfaction from my work with SLM.”  
______________________________________________________________________________ 
Program Components 
 Both program participants and staff were asked to comment on the aspects of the SLM 
program they felt contributed most significantly to the changes/improvements that reportedly 
resulted from participation in SLM. Participants tended to rate all aspects of the program 
favorably and as essentially equal in value and utility. For example, one participant responded, “I 
think every part of the program was important, without distinction. Everything fit to make it a 
complete program.” Although participants frequently expressed this view, in discussing their 
experience with SLM, they often described finding the following components of the program 
particularly useful: basic education about earthquakes and corresponding safety precautions (e.g., 
“SLM taught us to develop a ‘family plan’ to respond to emergencies. I feel like I’ll be much 
better prepared the next time my family faces a natural disaster.”), coping skills and relaxation 
techniques (e.g., “Specific exercises and techniques were very helpful. For example, I really like 
the butterfly hug and imaginary world exercises. I also do the breathing exercises before going to 
sleep.”), interactions with other participants and staff (e.g., “I enjoyed the interactions with 
others; served as a distraction from stress.”), and normalization of trauma responses (e.g., “SLM 
taught us the experiences we had after the earthquake were normal”).  
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Staff Perspectives on Key Program Components 
When asked the same question, SLM staff also mentioned specific coping techniques 
(e.g., relaxation) as well the interactions among participants. Additionally, members of the SLM 
staff expressed believing that a major determinant of the program’s success is its apparent 
influence on participants’ sense of empowerment and self-efficacy. As a member of the staff 
stated, “The people came to understand that they are able to deal with the stresses they face. We 
tried to make sure they came away from SLM knowing they can help themselves, their 
community, and their country.” Staff members also mentioned their determination to help as well 
as their passion for the work as significant factors in the program’s success: “We were 
determined to help the participants. I think they saw this and it increased their confidence in our 
ability to help them, which in turn opened them up to get as much out of the program as 
possible.” Overall, the qualitative data on program components were largely consistent with 
survey results, which indicated high favorability ratings for all program components, with 
particularly high ratings for earthquake education and relaxation techniques. The staff-participant 
relationship component was not spontaneously mentioned in reference to the question of 
particular program components driving positive outcomes. However, when asked directly about 
their impressions of the staff, participants’ responses provided strong support for the staff-
participant relationship as a key factor in SLM’s success (see next section). 
Impressions of Staff 
 Throughout the individual interviews and focus groups facilitated by the principal 
investigator, participants provided abundant commentary that supported strong, positive 
satisfaction with the performance of the SLM staff. Participants frequently commented that the 
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staff operated with the utmost professionalism, respect, and kindness. The participants’ strongly 
positive view of the staff is reflected in the following statement from an interviewee: “For an 
outsider looking in, only the SLM t-shirts would help someone distinguish them [staff] from us; 
they were so united with us. They brought themselves to our level to work with us. If we were 
sitting on the ground, they came and sat next to us to teach the concepts. If we were standing b/c 
they ran out of chairs, they stood with us.” Another participant stated, “We became very 
comfortable with them. They were very skilled in carrying out the program. We were very 
pleased with their work.” An older woman explained, “Working with them was like conversing 
with a group of friends. We were comfortable speaking to them about everything.” Words such 
as “devoted”, “understanding”, “patient”, “kind”, and “competent” (to name a few) were often 
used to describe members of the SLM staff. It was apparent that the staff represented a 
significantly important aspect of the SLM experience for program participants. 
Strengths/Weaknesses 
 As is evident from the findings reviewed thus far, both program participants and staff had 
much to offer in the way of general positive reviews of the SLM program. In an effort to gather 
more information about key aspects of the program, participants and staff were asked to describe 
some specific strengths of the SLM program. Participants and staff responses were consistent in 
that they both mentioned the structure and format of the intervention as strengths. Specifically, 
they described the approach of spacing the sessions out across several weeks as ideal. As one 
staff member stated: 
The content of the SLM intervention is not complex. We probably could cover the 
material in a week or 2, but doing it over 1 month or almost 2 gives us time to see 
 
70 
evolution of change in participants. That’s what I love about SLM. You see that you are 
helping.  
Additionally, the cultural relevance of the intervention was identified as a strength. One 
participant stated, “The material was very relevant. The ajan [staff] used examples that we could 
all relate to and brought each point home very well. They spoke directly to our experience, our 
reality.” In discussing the extent to which the SLM program is compatible with Haitian culture, a 
member of the staff remarked, “We infused the curriculum with stories and jokes to draw people 
in and make the material more in line with Haitian culture.” Another member of staff stated, “We 
tried hard to integrate new skills being taught with existing coping strategies/skills such as prayer 
and songs.” Overall, interviews and focus groups with SLM staff revealed they took the core 
curriculum and enhanced its cultural appropriateness by: avoiding technical language and 
presenting concepts in their own words, reframing the concepts in creative ways (e.g., use of 
songs, familiar games, well-known Haitian proverbs, etc.), overcoming obstacles of working in 
the camps, and taking sensible risks in implementing the intervention. In addition to the 
program’s format/structure and cultural relevance, participants felt strongly that the staff 
represented a significant strength of the program (e.g., “This was an excellent, incomparable 
staff. The program would not work without them”). 
 Although it required some persistence to obtain this information, participants also spoke 
to some weaknesses or areas for improvement in the SLM program. The most frequently cited 
area for improvement was that there was not sufficient follow up after completion of the 12-
session seminar. Additionally, a number of participants expressed disappointment that SLM had 
not returned to their camps to “complete the work” by training them to go forward and facilitate 
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their own peer-lead groups. A few participants also mentioned not having received certificates of 
completion. This is important feedback, given the cultural importance of certificates and 
recognition in Haiti. Members of the SLM staff identified many of the same areas for growth, 
with need for more follow up and a smoother graduation process emerging as common themes. 
Additionally, SLM staff mentioned logistical issues such as transportation difficulties and delays 
in obtaining payment as areas in need of improvement. More notably, SLM staff pointed to the 
need for a smoother referral process to more effectively address severe cases of psychological 
distress. Staff members reluctantly alluded to some difficulties obtaining needed support and 
consultation in managing a few uniquely challenging cases. In many ways this last point 
highlights an important challenge for this program given limitations in access to mental health 
care and the small number of psychologists in Haiti. 
Suggestions/Feedback 
 An important aim of this study was to gather programmatic feedback to help improve the 
SLM intervention and to guide on-going implementation. To that end, participants and staff were 
asked to offer suggestions/feedback for program enhancement. This information was gathered 
both in written form (through an open-ended question in the survey packet) as well as through 
interviews/focus groups. Coded data from the open-ended survey question are presented in terms 
of frequencies and percentages of responses. Results are based on separate units of meaning 
since participants often provided multiple units of meaning per response. All percentages given 
represent units of meaning. A review of responses to the open-ended question asking for 
suggestions revealed the call for more follow up was the most common response theme 
(mentioned in 59% of participant responses). Interview and focus group data supported this 
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trend, suggesting program participants and staff were virtually unanimous in expressing the need 
for more follow up after completion of the 12-session program. As one staff member stated, “We 
need to do a better job of keeping up with people we have worked with to see how they are doing 
now, if they have maintained progress.”  
Another common and shared theme across participant and staff suggestions was the view 
that the SLM program should be expanded both in terms of program content and reach. Program 
expansion was mentioned in 41% of the open-ended question responses and was frequently 
commented on during interviews and focus groups with both participants and staff. Expressing 
this shared desire for program expansion, one participant said, “I’d like to see SLM go farther to 
reach other regions of Haiti because there are people all over the country who could benefit from 
this program.” Another participant remarked, “SLM should also take the program to the schools, 
churches, even hospitals where people are suffering. Many people could benefit.” Regarding 
expansion of the SLM curriculum, one staff member explained: 
There are parts of Haiti where the struggles run so deep, you have to wonder how people 
could endure such conditions. I believe the development of people in these areas is 
different from that of people in the capital. Surely their psychological issues and needs 
are different too. So there’s much more we could do beyond earthquake recovery.  
Participants and staff alike also called for more efforts to raise awareness and to educate the 
public about the work SLM is doing in Haiti. As one young man stated, “I really feel what SLM 
is doing is top notch. More people in the government and in high places should know about what 
SLM is doing in these camps.” 
In addition to the themes discussed above, which were common to both participants and 
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staff, there were a number of suggestions that were unique to each group. For example, 
participants expressed the desire to receive manuals/booklets with the material covered in group 
sessions to facilitate deeper understanding and retention of the material. Additionally, many 
participants expressed a desire to lead their own groups and to have the opportunity to share the 
things they had learned through SLM with others. This was mentioned in 48% of the open-ended 
responses. Participants further suggested program developers (particularly international mental 
health professionals) should be present for graduation ceremonies and called for the development 
of a similar program for children and adolescents. Although this was not mentioned as frequently 
among staff, one member of the staff did express that children/adolescents should be targeted for 
future work, stating, “This will extend the impact of the program by influencing an entire 
generation.” Interestingly, several participants mentioned the need for greater emphasis on 
spirituality/religion in program activities (e.g., “Integrate God more into the work that you are 
doing because the knowledge/understanding comes from him”). This is interesting feedback 
because contrary to the principal investigator’s expectations (as well as program developer and 
staff beliefs), quantitative and qualitative data failed to provide support for a significant 
association between program involvement and spiritual/religious well-being.  Thus, it appears 
that participants did not perceive gains in religious/spiritual functioning as a significant outcome 
of their participation in SLM. 
In terms of programmatic feedback from SLM staff, one of the unique themes identified 
was the need to address logistical concerns such as transportation issues (e.g., “SLM should have 
its own van or bus”). Additionally, a majority of the staff members commented on the need for 
more long-term projects to ensure greater stability of income and employment with SLM. One 
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staff member stated, “We finished up at our last camp in January and haven’t had real work 
since.” Members of the SLM staff also suggested the program should focus on development of 
better assessment tools, noting difficulties they often face in explaining certain survey items to 
camp residents during the pre/post assessments. Arguably the most common theme among staff 
responses to the request for suggestions was their expressed desire for more training. A newer 
member of the SLM staff noted:  
When we carry out the seminars we are dealing with all kinds of people. Some know very 
little, but some are very educated and ask tough questions. Most of the time we were able 
to answer the questions and came to understand it was their way of testing us. But I still 
think with more education and training we could better address tough questions. 
Another staff member stated, “Our preparation for the work was adequate in the beginning; 
however, we are encountering some severe cases as time goes by, and we need more tools to 
keep up with growing and changing needs.” 
Sustainability of SLM Program 
Interview and focus group data yielded unanimous consensus that the SLM program was 
a viable program and could be maintained, as long as a few important constraints or challenges 
could be addressed. Specifically, several staff members expressed that the sustainability of the 
SLM program would largely depend on the ease with which it could move beyond the camps and 
expand the curriculum beyond trauma response/coping to encompass more currently relevant 
issues. In the words of one staff member: 
If there had been no earthquake, would SLM exist in Haiti? And if it did exist, aside from 
treating trauma, what kind of work would we be doing? Let’s find out what that work is. 
 
75 
If we can find that work, we can create a sustainable program and SLM’s future will be 
secure. 
Hypotheses 5.  Having outlined the findings from qualitative analyses completed for this 
study, we can now address hypotheses 5 and 6. Hypothesis 5 focused on differences that might 
emerge between program staff and participants in their reports of program benefits. Specifically, 
it was expected that different themes would emerge in terms of reported benefits and impact of 
the program as well as differences in programmatic feedback (e.g., program strengths, 
suggestions for improvement, etc.). A review of the identified themes in participant and staff 
response to questions about program impact revealed responses were largely consistent across 
the two groups, with both groups frequently describing impact on psychological and physical 
symptoms, personal growth, and social connections. In terms of programmatic feedback, 
although there were some similarities in participant and staff responses (e.g., need for follow up 
and program expansion), some important differences also emerged. Whereas participants 
expressed desires for written materials from the seminars and suggested a greater emphasis on 
spirituality, staff members tended to highlight logistical issues such as transportation and pointed 
to the need for more training to enhance staff competencies. Additionally, participants rated the 
earthquake and safety education aspect of the intervention significantly more favorably than 
members of the staff, who tended to describe empowerment, social connection, and staff-
participant relationships as most useful. Thus, hypothesis 5 was partially supported. 
Hypothesis 6.  It was expected that data gathered through an open-ended question, 
interviews, and focus groups would be consistent with the quantitative data in demonstrating an 
association between involvement with the SLM program and positive scores on measures of a 
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number of psychosocial outcome variables. Qualitative results provides support for the 
associations. Specifically, identified themes from qualitative data provided support for an 
association between program involvement and such outcomes as self-efficacy, resilience, sense 
of community, PTSD symptoms, valued action, and overall psychological well-being. Contrary, 
to researcher expectations, the qualitative data did not provide support for a significant 
association between involvement with SLM and spiritual/religious well-being. Although this was 
not the expected outcome, the trend was consistent across quantitative and qualitative data. 
Potential explanations for and implications of this finding are discussed in the next section.  
Regarding collective efficacy, quantitative analyses including the collective efficacy 
variable provided mixed findings. That is, while regression analyses failed to provide support for 
program involvement as a significant predictor of collective efficacy, MANOVA results revealed 
a significant difference between SLM participants and non-SLM respondents on this variable.  In 
considering what the qualitative data in this study can add to our understanding of the impact of 
participation in SLM on collective efficacy, it is important to remember that the CSE instrument 
selected to measure this construct encompassed both social cohesion and social control. 
Although interview and focus group questions did not explicitly address the concept of collective 
efficacy, participants did spontaneously provide data supporting greater social cohesion in the 
camps in which the SLM program was offered. Thus qualitative data obtained in this study 
suggest there may be an influence of participation in SLM on at least one aspect of collective 
efficacy (i.e. social cohesion). It is possible that the CES did not adequately capture the 
participants’ confidence in their neighbors’ willingness and ability to work together to achieve a 
common goal. Thus, although level of program involvement failed to predict collective efficacy, 
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this may have been due to measurement issues, and the regression model approached 
significance (p = .051). Taken as a whole, results from the present study suggest the need for 
further investigation (perhaps with a measure developed in Haiti) to more clearly elucidate the 
impact of participation in SLM on collective efficacy. Overall, Hypothesis 6 was largely 







The focus of the current investigation was the Soulaje Lespri Moun or SLM program, a 
lay mental health, group-level intervention that was developed and implemented in camps for 
individuals displaced by the catastrophic earthquake that struck Haiti on January 12, 2010. Using 
a mixed-method data collection approach, this formative evaluation was intended to build upon 
earlier efforts to evaluate program impact by providing an adjunct to existing knowledge about 
the SLM project.  Specifically, the primary investigator sought to gather information about 
perceived benefits of the SLM intervention (from the perspectives of community participants and 
lay mental health workers) and to evaluate perceptions of program impact on a range of recovery 
indicators from the perspective of participants and program staff.  Additionally, information was 
gathered about perceived utility of program components/activities, cultural relevance, as well as 
sustainability of the SLM intervention.  
Overall, the SLM intervention demonstrated promise and capacity to predict a number of 
psychosocial outcomes associated with positive recovery from a natural disaster or other 
traumatic experiences. Although the association between SLM participation and a small number 
of the outcome variables examined was not well established in the current study, possible 
explanations for this lack of significant findings are explored. Results are discussed in terms of 
the original research questions related to program benefits, objectives and outcomes, distinct 
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program components, as well as program challenges and feedback for improvement. 
Additionally, theoretical and practical implications are discussed. Finally, limitations and 
directions for future research are outlined. 
Perceived Benefits of SLM Intervention 
Results of the present study provided support for a highly favorable view of the SLM 
intervention among program IDP camp residents who completed the program and among the lay 
mental health workers engaged in delivering the intervention. Program participants and staff 
maintained great satisfaction with and enthusiasm for the program, even in cases in which 
participants had completed the intervention over two years earlier. Quantitative data in the form 
of questions asking participants to indicate their level of agreement (i.e. strongly agree to 
strongly disagree) with statements about the SLM program (e.g., “The SLM program was 
beneficial for me”) revealed strong consensus among community participants regarding the 
benefits and positive outcomes associated with their participation in the SLM. Overall, the 
quantitative data gathered from program completers suggested community participants were 
highly satisfied with the intervention and felt it had made a strong and meaningful impact in their 
lives.  
Interviews and other qualitative data provided consistent data regarding program benefits. 
Every respondent expressed feeling that participation in the SLM program had been valuable, 
describing it as “excellent”, “all relevant”, and stating, “It was a lifeline for me.” As one 
participant proclaimed, “I benefited from participating in SLM in many, many ways. It opened 
up many doors for me and my family. I don’t have the words to thank the staff for all they have 
done.” Also common among interviewees’ remarks was the notion that SLM is beneficial, not 
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only for adult residents of camps in Port-au-Prince, but also for those living in more rural or 
remote communities, children/adolescents, and other countries dealing with natural disasters or 
other chronic stressors. These findings are congruent with results of previous evaluations of the 
program, which suggested use of Western-based psychological knowledge and tools in 
responding to disasters in various cultural settings is not only feasible, but can be effective and 
well received, when the interventions are delivered in a culturally sensitive way (James et al., 
2010).  
Program Objectives and Perceived Impact 
The SLM intervention was designed with the ultimate aim of facilitating recovery and 
resiliency through: (1) provision of basic safety and mental health education and coping skills to 
camp residents, (2) development of a culturally relevant intervention for mental health education 
and coping skills, (3) reduction of symptoms of PTSD and distress among program participants 
as well as among lay mental health workers, (4) provision of income, training, and education to 
lay mental health workers, (5) creation of a sustainable intervention, which can ultimately be 
maintained by Haitian workers and organizations, and (6) facilitation of opportunity for 
international mental health professionals to participate in ongoing training of lay mental health 
workers (AFD, 2010). 
Participant Outcomes 
 Overall, findings from the current investigation suggest the SLM intervention is regarded 
as largely successful (by participants and staff alike) in meetings its objectives and facilitating 
recovery and resiliency among those involved with the intervention. This was demonstrated by 
the finding that participation in SLM was a significant predictor of a number of variables 
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representing psychosocial domains believed to be key targets for intervention in responding to 
natural disasters and complex emergencies (i.e., human capacity, social ecology, and culture and 
values) by the Psychosocial Working Group (PWG, 2003). Specifically, results provided support 
for participation in SLM as a significant predictor of PTSD symptom endorsement, self and 
collective efficacy, sense of community, psychological functioning, and engagement in valued 
action. Simple linear and multiple regressions were conducted to evaluate the extent to which 
level of involvement in SLM would predict perceived benefits on the outcome variables listed 
above, respectively. Results of these analyses provided support for the conclusion that 
participation in the SLM program is significantly associated with all of the major outcomes 
examined, with the possible exception of spirituality/religiosity. In other words, participation in 
SLM was found to be significantly associated with better psychosocial functioning across all 
major outcomes except spirituality/religiosity.  
Although researcher expectations were not supported vis-à-vis the association between 
program participation and spirituality/religiosity, a review of respondents’ scores on the 
religiosity measure suggests this finding may be partially explained by a restriction in range of 
participant scores on the measure. The potential range of scores for the intrinsic religiosity 
subscale of the DUREL used to assess religiosity is 3 to 15. The scores obtained by participants 
in the current sample ranged from 5 to 15, with 84% of participants (n = 184) scoring either 14 or 
15. The lack of variability in scores may reflect homogeneous religiosity within this sample or 
possibly the need to assess this construct with a measure(s) that may be more culturally 
congruent. Thus, the lack of variability within the sample may have contributed to difficulties 
finding a significant effect of participation in SLM on this variable that does exist. Alternatively, 
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our findings may actually reflect the program’s failure to impact this outcome and point to a need 
to bolster this aspect of psychosocial well-being in the SLM program. This would be consistent 
with participant feedback gathered through the interviews and focus groups suggesting 
spirituality should be a greater emphasis of the program.  
Program impact was also examined through a comparison of graduates of the SLM 
program to residents of the same camps who had not received the intervention. Results revealed 
a statistically significant difference between SLM and non-SLM camp residents on measures of 
resilience, self and collective efficacy, PTSD symptoms, emotional well-being, social well-
being, psychological well-being, as well as intrinsic religiosity. Thus, results revealed that 
graduates of the SLM program tended to report greater resilience, higher self and collective 
efficacy, less PTSD symptoms, greater intrinsic religiosity, and better overall well-being in terms 
of emotional, social, and psychological functioning. Results did not, however, provide support 
for a significant difference between SLM and non-SLM participants on measures of valued 
action, sense of connection to the community, or sense of influence in the community. Although 
results of a MANOVA analysis failed to provide support for a significant impact of SLM 
participation on sense of community and valued action, other quantitative analyses (e.g., 
regressions) combined with qualitative data suggest significant associations between 
participation in SLM and these outcome variables. In the case of the valued action variable, the 
lack of a significant difference between SLM and non-SLM participants may be a reflection of 
measurement issues. Specifically, the measure used to assess valued action (VLQ) demonstrated 
low reliability within this sample (Cronbach’s alpha of .55 and .57 for the importance and 
consistency subscales, respectively). Indeed in a follow up focus group with camp residents, 
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participants expressed confusion and demonstrated lack of clear understanding of a few items on 
the VLQ. Although the MANOVA revealed statistically significant differences between program 
participants and a comparison group on several outcomes, the effect sizes were relatively small 
(i.e., eta squared ranged from .033 to .233). However, with regard to PTSD symptom 
endorsement, the difference in group means (SLM: M = 26.53 vs. non-SLM M = 44.67) was 
clinically significant in that the non-SLM group mean exceeded the cutoff score of 44, which 
indicates clinically significant endorsement of PTSD symptoms. Further research would be 
beneficial in establishing the clinical significance of the program’s impact on the outcomes 
examined in this study. The convergence of quantitative results in the present study seems to 
provide the strongest support for associations between participation in SLM and resilience, 
PTSD symptom endorsement, and self-efficacy. 
Thematic analysis of data gathered through interviews and focus groups were largely 
consistent with the quantitative data in providing support for a link between participation in SLM 
and a range of psychosocial outcomes among camp residents who had completed the program. 
The most common theme emerging from community participants’ descriptions of gains from 
participation in SLM reflected resilience and self-efficacy. Other common themes related to 
program impact involved subjective well-being, including frequent descriptions of decreased 
stress, decreased avoidance of stimuli associated with earthquake experiences/memories, and 
reduction in physical symptoms such as headaches, sleep problems, and pain. Regarding reported 
reductions in physical symptoms, while this was not an outcome that was directly assessed in our 
quantitative measures, SLM participants and staff frequently mentioned a significant impact of 
program participation on physical functioning during interviews and focus groups. This perhaps 
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reflects the tendency to experience and talk about distress somatically rather than in terms of 
emotions or other psychological concepts in Haitian culture (Nicolas et. al, 2009). 
Staff Outcomes   
Involvement with SLM was associated with positive psychosocial outcomes among the 
lay mental health workers implementing the intervention. Results from regression analyses 
provided support for staffs’ duration of involvement with SLM as a significant predictor of self-
efficacy, collective efficacy, and psychosocial well-being. However, duration of involvement 
was not found to be a significant predictor of the other outcome variables among members of the 
staff. Explanations for this finding likely vary depending on the outcome variable. In the case of 
PTSD, 12 of the 13 staff members surveyed earned scores of 30 or less on the PCL-C, well 
below the cutoff of 44, which would indicate problematic and clinically significant level of 
endorsement of PTSD symptoms. In terms of spread of scores obtained on the PCL-C, the 
majority of the staff (70%) earned scores of 20 or less. Thus once again, it appears that lack of 
variability in scores within the sample may have contributed to failure to provide support for 
involvement in SLM on endorsement of PTSD symptoms. Perhaps more importantly, a more 
accurate understanding of the impact of involvement with SLM on endorsement of PTSD 
symptoms among staff would likely require consideration of symptom endorsement closer to the 
time of the earthquake and at various time points since. In fact, a preliminary evaluation of the 
SLM intervention completed in late 2010, in which PTSD symptom endorsement was tracked 
over several months among program staff, revealed a significant reduction in PTSD symptoms 
among program staff (James et. al, 2010). 
Quantitative and qualitative data were congruent in providing support for increased self-
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efficacy and psychosocial well-being among program staff. Additionally, qualitative data also 
provided support for a significant association between program involvement and resilience as 
well as adaptive coping, which had not been captured by quantitative measures. In keeping with 
recommendations based on a growing body of literature in the area of disaster mental health, 
these findings suggest the construct of resilience is an important aspect of trauma response and 
merits greater empirical attention (Bonano, 2004; Reivich & Shatte, 2002). Interestingly, 
unexpected themes such as increased sense of patriotic and prosocial action as well as 
empowerment also emerged from staff responses. These findings illustrate the value of mixed-
method designs in illuminating important aspects of a phenomenon under study, which might 
otherwise not be revealed if quantitative measures were employed as the sole method of data 
collection. Overall, our findings suggest SLM’s approach of mobilizing local young people in 
working for the betterment of their communities, country, and themselves may be an effective 
strategy and model for provision of mental health services in the context of international 
disasters.  
It is worth noting here that residents of Camp Rony Colin, who had completed the SLM 
program over two years prior to the time of data collection for this study, continued to report 
satisfaction, benefits, and on-going impact of their participation in SLM. This speaks to the 
extent to which gains from SLM participation are perceived as having been maintained over 
time. Participant and staff reports of the SLM program’s success lend support to the literature in 
disaster mental health response, as the intervention appears to demonstrate several of the 
“evidence-informed” practices recommended for mass trauma interventions, including 
promotion of a sense of safety, sense of self and collective efficacy, sense of connectedness, and 
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a sense of hope among earthquake survivors (Hobfoll et. al, 2007 & Kienzler, 2008). 
Role of Distinct Program Components 
 An important aim of the present study was to shed light on particular aspects of the SLM 
intervention contributing to positive outcomes for community participants as well as lay mental 
health workers. The SLM intervention includes characteristics such as disaster and safety 
education, psycho-education about common reactions to stress and trauma, community building 
and social networking, coping skills training, as well as religiosity and meaning-making. These 
characteristics of the SLM program have been shown to be significant factors in the process of 
recovery from traumatic events across a variety of cultural contexts (Bracken et. al, 2009 & 
Psychosocial Working Group, 2003). Thus it is not surprising that on quantitative measures, 
completers of the SLM program rated all of these components of the SLM intervention as highly 
useful.  
Follow up and more in-depth exploration through interviews and focus groups yielded 
consensus by a majority of program graduates that earthquake and safety education, along with 
coping skills such as relaxation exercises were particularly valuable aspects of the intervention. 
Qualitative data also provided abundant support for the role of the lay mental health workers and 
the relationships they developed with program participants in contributing to positive outcomes. 
It is worth noting that interview and focus group data gathered from members of the SLM staff 
provided support for the notion of empowerment as a significant driver of change among camp 
residents. SLM staff’s identification of empowerment and self-efficacy as important contributors 
to perceived change among program participants is in line with studies suggesting self-efficacy is 
a mediator of recovery in the wake of traumatic experiences (Bandura, 1994; Hobfoll et. al, 
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2007; Wickes, 2010). Results also suggest empowerment through pro-social action and 
engagement in action believed to contribute to improvement of the country may have played 
important roles in bringing about positive outcomes for the lay mental health workers 
themselves. 
Another important factor in the SLM program’s impact on participants and staff seems to 
be the extent to which the program was viewed as culturally appropriate. Qualitative analyses 
yielded findings suggesting that cultural relevance of the intervention was regarded as a real 
strength by both participants and staff. The fact that groups sessions were referred to as 
“seminars” rather than therapy also reflects efforts to increase the program’s appeal in a cultural 
context in which mental health care and associated terminology are outside of the norm. 
Additionally, the decision to deliver this intervention in a group format seems fitting in this 
strongly collectivist cultural context. During previous evaluations, program developers reported 
cultural relevance was an important aim for the project from its inception and that lay mental 
health workers were encouraged to put their own twist on the material (James et. al, 2010). This 
approach is consistent with recommendations for culturally competent disaster response, 
suggesting the incorporation of local lay people helps to address issues of disempowerment that 
often arise when the responsibility for healing and recovery is placed solely in the hands of 
international “experts” (Bracken, 2001). As program developer, Leah James stated, “SLM is 
designed as a reinforcement, not challenge, of Haitian culture.” 
Areas for Improvement and Associated Challenges/Constraints 
 Interview data yielded unanimous consensus by staff and community participants that the 
program was valuable and effective. However, some areas for improvement were also identified 
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among participant and staff respondents. One of the most commonly expressed suggestions was 
the idea that the program could be improved with greater efforts to follow up with graduates and 
facilitate maintenance of gains. Additionally, virtually every respondent expressed a desire to see 
the program expanded to reach other groups of people (e.g., children/adolescents), settings (e.g., 
schools, churches), and geographical regions (esp. more rural communities). This theme of 
expansion also extended to broadening the SLM curriculum. Specifically, it was frequently 
suggested that program content should highlight other concerns beyond on-going recovery (e.g., 
help maintaining hope and resilience in the often economically, politically, and environmentally 
challenging communities of Haiti).  
During individual interviews and focus groups, members of the SLM staff were asked to 
comment on the extent to which they perceived SLM as a sustainable program. In discussing the 
sustainability of the SLM program, lay mental health workers were optimistic and expressed 
strong commitment to long-term involvement with the program. However, they acknowledged 
lack of sufficient resources has been a barrier to addressing the suggestions previously 
mentioned (i.e., follow up and expansion), and more recently, to continued implementation of the 
intervention. The SLM project was initially funded through small grants from the University of 
Michigan’s Center for Global Health, Rackham Graduate School, and the Aristide Foundation 
for Democracy (in Port-au-Prince, Haiti). Difficulties in securing more stable sources of funding 
have proven to be a significant challenge for the SLM program.  
Implications 
The current study represents a step toward building an empirical support base for 
psychosocial interventions in the context of international disasters. The use of a community 
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based participatory research approach, with particular attention to the role of the cultural context, 
was a direct response to the call for collaborative investigations of mental health service 
provisions in the area of disaster mental health (Jensen, Hoagwood & Trickett, 1999).  The 
Soulaje Lespri Moun (SLM) lay mental health project represents a promising model for 
provision of such services in Haiti’s unique cultural context and could potentially generalize to 
other cultural settings.  Implementation of the SLM intervention is in its infancy, and as such, 
program developers were interested in gathering more information about the experiences of 
program participants and staff, as well as information about specific program characteristics 
contributing to positive outcomes. The data gathered from this study provides some of this 
information and can be applied to help guide on-going implementation and evaluation of this 
important program.  
Information gathered through questionnaire, interviews, and focus groups revealed that 
virtually every respondent was highly satisfied with the SLM program. Our results provided 
consistent results across quantitative and qualitative data for a positive association between 
program participation and such recovery indicators as resilience, self-efficacy, psychosocial 
well-being, and sense of community. Although these effects were not as robust in our 
quantitative results, interview and focus group data provided strong support for an association 
between program involvement and PTSD symptom endorsement, collective efficacy, and valued 
action. Taken as a whole, these findings suggest the SLM intervention may be an effective model 
for meeting the needs of people impacted by a large-scale disaster in a culturally acceptable and 
non-stigmatizing way. Members of SLM’s staff, mostly in their twenties and impacted adversely 
by the earthquake themselves, reported significant gains in resilience, self and collective 
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efficacy, as well as adaptive copings skills through their participation in SLM. These lay mental 
health workers unanimously described increased sense of empowerment due to their engagement 
in pro-social action in the wake of the earthquake. Such enhancements in empowerment, 
resiliency, and pro-social action have been shown to buffer adverse psychological affects often 
associated with exposure to trauma (Bracken, et al., 2005).  
Despite the challenges encountered in implementing this intervention in the often chaotic 
environment in Haiti’s IDP camps, results of this study suggest SLM is regarded as largely 
successful in meeting its identified objectives and in facilitating a healthy recovery process 
among program participants and lay mental health workers. Based on the findings of this study, 
one important factor contributing to the program’s success appears to be the extent to which it is 
perceived as being relevant in Haiti’s unique cultural context. Anchored in the reality of life in 
IDP camps in Port-au-Prince, Haiti, the program was designed with sufficient flexibility to allow 
lay workers to integrate important aspects of the local culture in delivering an effective and 
culturally palatable program. Thus, the SLM intervention represents a promising model for 
promoting recovery and resilience in the wake of a disaster in a manner that is not only culturally 
appropriate but also ecologically valid. 
Additional information gathered about distinct aspects of the SLM program could be 
useful in informing the allocation of time and resources into the program characteristics found to 
be most significant in producing positive psychosocial outcomes. Specifically, participants 
indicated disaster and safety education and coping skills such as relaxation training were 
particularly beneficial. Data gathered from program staff echoed these themes, while also adding 
their view of community building and empowerment aspects of the intervention as particularly 
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important in bringing about positive change. It is important to note that all program components 
were rated favorably. However, given constraints in resources for the program, it is important to 
identify aspects of the intervention that are particularly beneficial and should be prioritized 
should practical constraints give rise to the need to offer an abbreviated version of the original 
program content.  
It is worth noting that although program developers identify religiosity as an important 
component of the program activities, results were mixed in demonstrating impact on this 
variable. Given participant feedback regarding the need for greater emphasis on spirituality and 
well documented protective functions of spirituality in Haiti’s strongly religious society, this 
variable seems to warrant special consideration in moving forward with the SLM program and in 
providing mental health services in Haiti, in general (Bibb & Casimir, 1996; Nicolas & DeSilva, 
2008; Nicolas, Schwarts, & Pierre, 2009; Stepick, 1998). Alternatively, it could be argued that 
the fact that SLM participation yielded positive outcomes for participants and staff, despite 
perceived limitations in its attention to spirituality/religiosity suggests a positive impact can be 
achieved even without great emphasis on this outcome. However, improved integration of this 
important aspect of Haitian culture would be consistent with current consensus in multicultural 
psychology suggesting integrated systems of care that merge traditional/indigenous and Western-
based approaches are ideal in cross-cultural settings (WHO/PAHO, 2010).  
Finally, results suggest sustainability of the SLM intervention is limited by important 
challenges, most notably limited access to funding. As such, it will be important to identify 
collaborators and sponsors that can contribute to more stable funding for the program. One 
potential way to address this may be to move into the original plans to train camp residents to 
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initiate peer-led groups. Indeed many of the participants surveyed expressed a strong desire to 
serve in this role, even if they could not be paid for it. 
Limitations and Future Directions 
 Findings from in-depth interviews and focus groups, combined with results of 
quantitative measures were consistent in providing important programmatic feedback and 
highlighting areas for future program modifications. However, limitations of the current 
investigation must be considered. A multi-pronged data collection approach was employed in 
this study in an effort reduce likelihood of biased responding. However, despite these measures, 
the potential influence of social desirability cannot be discounted. Although participants 
ultimately provided suggestions for program improvement and highlighted specific weaknesses 
of the SLM intervention, the possibility of a tendency to magnify positive feedback while 
limiting criticisms is a very real one. Despite the inherent risk for an impact of social desirability 
on findings in this study, feedback such as participants’ reports of delays in getting certificates of 
completion as well as staff discussions of problems with the program’s referral process for 
severe cases suggest respondents were generally forthcoming in answering the questions asked 
of them.  
 A related limitation involves the use of self-report measures in collecting our data. It is 
well documented that self-report measures are particularly vulnerable to attempts to present 
oneself in the best light. As such an important improvement on the methods employed in the 
present study would be to supplement use of self-report measures with data gathered from 
collateral informants (e.g., family members) as well as more objective, behavioral measures in 
order to obtain a more accurate understanding of program benefits and impact. Although this 
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limitation was not completely addressed, the integration of multiple perspectives on the SLM 
program likely reduced some of the risks associated with self-report measures and allowed for 
corroboration and identification of consistent themes across responses of different program 
stakeholders. Despite the challenges associated with use of self-report measures, the alternative 
is often impractical or costly both in terms of time and resources. Additionally, self-report 
measures have the benefit of providing important insight into respondents’ subjective 
experiences, which was particularly important in this study, given our interest in giving voice to 
the primary beneficiaries of the SLM intervention. 
 Our inability to randomly select participants was also an important shortcoming in the 
present study. Surveyed camp residents volunteered to participate in the study. As such, the 
potential influence of a sampling bias must be considered in interpreting our findings. It is 
possible, for example, that those who agreed to participate in this study were more motivated, 
psychological well, or otherwise different from those who declined and possibly different in 
ways that would have facilitated healthy recovery regardless of participation in the SLM 
program. The lack of randomization in our design restricts conclusions to associations among 
examined variables, without being able to speak to causality (Cone & Foster, 2006). Although 
data were collected across different camps, the data is based on those individuals who were 
available at the time the data was collected. This limitation was probably most apparent in the 
camps in which SLM was completed over 1 or 2 years ago, as many of the program graduates 
who had lived in those camps could not be located for participation in this study. The fact that 
many had left the camps might have been another indicator of program impact. However, we 
were not able to examine this outcome in the present study.  
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The design of the present study makes it difficult to disentangle the role of factors such as 
the passage of time or other confounds in observed attenuation of symptoms of stress and 
trauma. Although a comparison group was examined to facilitate greater clarity regarding impact 
of program participation, participants were not randomly assigned to these groups, and as such, it 
is not possible to state unequivocally that differences between the two groups should be 
attributed to participation in SLM. Finally, the importation of measures from the US likely 
impacted our findings. Although efforts were made to reduce the effects of this issue (i.e., 
translation of all measures, focus group to gather feedback on understanding), the effects of 
restricting participants to Western conceptualizations of distress and other constructs examined 
in this study cannot be escaped. Indeed participants did endorse some confusion regarding the 
meaning of certain items on the survey packet. Despite these limitations, the current 
investigation provides additional data to bolster findings from preliminary assessments 
supporting the effectiveness and benefits of the SLM intervention. Findings of this study also 
provide support for the evidence-informed guidelines and principles of culturally relevant 
disaster response embedded in this approach.  
 Several of the limitations outlined highlight the need for future research in which efforts 
are made to obtain a randomized and representative sample of individuals who received the SLM 
intervention. In addition to selecting a more representative sample, future studies should 
supplement self-report data with corroborating reports from family and community members. 
Moreover, the use of behavioral data along with use of “home grown” measures that are 
developed, normed, and standardized in Haiti would represent important improvements to the 
current study. Additionally, a longitudinal, randomized control design with pre and post 
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participation would allow for a more complete examination of program effects. Although 
previous attempts to conduct a randomized, controlled study of SLM proved to be challenging, it 
would be worthwhile to use lessons learned from earlier attempts to guide another attempt. The 
efforts would be greatly helped by access to funding to help in addressing issues of attrition and 
staff compensation for this often labor intensive approach. 
 Although results failed to provide clear insight into the role of valued living in the 
recovery experiences of camp residents and lay mental health workers, it would be interesting to 
explore development of more culturally congruent measures of this construct in order to better 
understand the importance of valued living in recovery from traumatic experiences. Another 
potentially important line of research might be to examine effectiveness of using a Skills for 
Psychological Recovery (SPR) approach to mental health disaster response in varied cultural 
contexts. A relatively new model for disaster mental health treatment, SPR is an extension of 
PFA believed to be appropriate for cases involving on-going stress (Forbes et al., 2010; United 
States Department of Veterans Affairs, 2010). This model might prove to be a good fit for the 
often hectic IDP camp communities, characterized by stress stemming for a range of issues (e.g., 
instability, limited security, sexual violence, etc.). SLM participant feedback in the current study 
suggests they likely would respond well to SPR’s problem-solving and skill-building emphasis. 
Finally, participants and lay mental health workers stressed their desire to see the SLM program 
expand its reach to other camps, settings, and geographical regions. Efforts to move in this 
direction would necessitate completion of needs assessments in the targeted areas to shape focus 
of seminars and facilitate keeping up with current and relevant needs. 
Conclusion 
Given the prevalence of large-scale disasters in a variety of cultural contexts today, there 
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is a critical need for empirical evidence supporting specific interventions for disaster mental 
health response, particularly in international contexts. The present study sought to address this 
need by evaluating the impact of a lay mental health community intervention developed and 
implemented in Port-au-Prince, Haiti in the months following the 2010 earthquake. In an attempt 
to enhance ecological validity of the present study, a community-based and multi-pronged 
approach, favoring qualitative methods combined with self-report surveys was adopted. 
The results of this study lend support to the notion that participation in SLM can foster 
recovery and resilience among residents of IDP camps in Haiti, fostering a sense of 
empowerment, and allowing them to take an active role in their own healing. Findings provide a 
glimpse into long-term recovery process in Haiti’s unique cultural context. Moreover, this study 
extends earlier evaluations of the SLM program, which found significant reductions in 
endorsement of PTSD symptoms among participants and staff and also revealed significant 
increases in coping strategies among IDP camp residents participating in this program. The 
present investigation also lends support to the cross-cultural applicability of provision of mental 
health services in the wake of disasters. That is, results suggest Western-based psychological 
knowledge and tools can be successfully merged with indigenous practices and local knowledge 
to bring relief in cross-cultural settings.  
Although the SLM intervention is being carried out in a unique cultural context, 
information gleaned from the examination of this project may have implications for the 
development, implementation, and evaluation of more effective and culturally congruent 
interventions in the aftermath of disasters and complex emergencies in other parts of the world. 
More broadly, it is our hope that this study will contribute to the small body of literature on 
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disaster mental health and foster understanding of the importance of cultural considerations in 
the development of theory and models for treatment. The SLM project aims to facilitate recovery 
and resiliency processes by drawing from existing cultural assets/strengths that foster increased 
coping flexibility, social connection, and support among earthquake survivors in Haiti. SLM 
appears to be fulfilling its objective of promoting recovery and resilience through empowerment 
and engagement in prosocial action.  In the words of a lay mental health worker, “In a 
moment/time when people thought their only hope would come from international organizations, 
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Please write in the blank, check the correct box, or circle the correct response. 
 
1.  Are you female or male? ________________    2. Age __________ 
 
3.  Level of education: 
 None      Primary school   Secondary school 
  Vocational school   University 
 
4.  Employment status  
  Unemployed     Temporary/part-time   Full time 
 
5.  What is your marital status? 
  Single      Married    Divorced 
  In a relationship   Widow/widower 
   
6.  What is your religious affiliation (check as many as apply)? 
  Catholic      Protestant    Jehova’s Witness 
  Vodou    None    Other ________________ 
 
7. Do you have children? ___________  If so, how many? ________ 
 
8. Were you injured in the earthquake?  _________ 
 
9. Were any of your relatives or friends injured? __________ 
 
10. Did you lose family or friends? __________ 
Brief Resilience Scale (BRS)  
1. I tend to bounce back quickly after hard times  
 
1           2             3          4           5 
       Strongly           Disagree        Neutral              Agree    Strongly 
       Disagree                       agree 
 
2. I have a hard time making it through stressful events  
 
1           2             3          4           5 
       Strongly           Disagree        Neutral              Agree    Strongly 




3. It does not take me long to recover from a stressful event  
 
1           2             3          4           5 
       Strongly           Disagree        Neutral              Agree    Strongly 
       Disagree                       agree 
 
4. It is hard for me to snap back when something bad happens  
 
1           2             3          4           5 
       Strongly           Disagree        Neutral              Agree    Strongly 
       Disagree                       agree 
 
5. I usually come through tough times with little trouble  
 
1           2             3          4           5 
       Strongly           Disagree        Neutral              Agree    Strongly 
       Disagree                       agree 
 
6. I tend to take a long time to get over set backs in my life 
 
1           2             3          4           5 
       Strongly           Disagree        Neutral              Agree    Strongly 
       Disagree                       agree 
 
 
Brief Sense of Community Scale (BSCS) 
 
1. I can get what I need in this community 
 
1           2             3          4           5 
       Strongly           Disagree        Neutral              Agree    Strongly 
       Disagree                       agree 
 
2. This community helps me fulfill my needs 
 
1           2             3          4           5 
       Strongly           Disagree        Neutral              Agree    Strongly 
       Disagree                       agree 
 




1           2             3          4           5 
       Strongly           Disagree        Neutral              Agree    Strongly 
       Disagree                       agree 
 
4. I belong in this community 
 
1           2             3          4           5 
       Strongly           Disagree        Neutral              Agree    Strongly 
       Disagree                       agree 
 
5. I have a say about what goes on in this community 
 
1           2             3          4           5 
       Strongly           Disagree        Neutral              Agree    Strongly 
       Disagree                       agree 
 
6. People in this community are good at influencing each other 
 
1           2             3          4           5 
       Strongly           Disagree        Neutral              Agree    Strongly 
       Disagree                       agree 
 
7. I feel connected to this community 
 
1           2             3          4           5 
       Strongly           Disagree        Neutral              Agree    Strongly 
       Disagree                       agree 
 
8. I have a good bond with others in this community 
 
1           2             3          4           5 
       Strongly           Disagree        Neutral              Agree    Strongly 
       Disagree                       agree 
 
General Self-efficacy (GSE) Scale  
 
Please read each item on the following scale and indicate how true the item is For You.  
 
1. I can always manage to solve difficult problems if I try hard enough 
0   1   2   3 




2. If someone opposes me, I can find the means and ways to get what I want 
0   1   2   3 
Not at all true  Hardly True  Moderately True  Exactly True 
 
3. It is easy for me to stick to my aims and accomplish my goals 
0   1   2   3 
Not at all true  Hardly True  Moderately True  Exactly True 
 
4. I am confident that I could deal efficiently with unexpected events 
0   1   2   3 
Not at all true  Hardly True  Moderately True  Exactly True 
 
5. Thanks to my resourcefulness, I know how to handle unforeseen situations 
0   1   2   3 
Not at all true  Hardly True  Moderately True  Exactly True 
 
6.    I can solve most problems if I invest the necessary effort 
0   1   2   3 
Not at all true  Hardly True  Moderately True  Exactly True 
 
7. I can remain calm when facing difficulties because I can rely on my coping abilities 
0   1   2   3 
Not at all true  Hardly True  Moderately True  Exactly True 
 
8. When I am confronted with a problem, I can usually find several solutions 
0   1   2   3 
Not at all true  Hardly True  Moderately True  Exactly True 
 
9. If I am in trouble, I can usually think of a solution 
0   1   2   3 




10. I can usually handle whatever comes my way 
0   1   2   3 
Not at all true  Hardly True  Moderately True  Exactly True 
 
 




Please rate your level of agreement with each of these statements 
 
1. People around here are willing to help each other 
 
1   2   3   4 
Strongly agree          Agree        Disagree  Strongly disagree 
 
2. This is a close-knit community 
 
1   2   3   4 
Strongly agree          Agree        Disagree  Strongly disagree 
 
3. People in this camp can be trusted 
 
1   2   3   4 
Strongly agree          Agree        Disagree  Strongly disagree 
 
4. People in this camp generally do not get along 
 
1   2   3   4 
Strongly agree          Agree        Disagree  Strongly disagree 
 
5. People in this camp do not share the same values  
 
1   2   3   4 




For each of the following, please rate if it is very likely, likely, unlikely, or very unlikely 




6. If a group of neighborhood children were causing trouble in the camp, how likely is it that 
your neighbors would do something about it? 
 
1   2   3   4 
    Very likely          Likely        Unlikely    Very unlikely 
 
7. If some children were destroying someone’s property, how likely is it that your neighbors 
would do something about it? 
 
1   2   3   4 
    Very likely          Likely        Unlikely    Very unlikely 
 
8. If there was a fight in front of your house and someone was being beaten or threatened, how 
likely is it that your neighbors would break it up? 
 
1   2   3   4 
    Very likely          Likely        Unlikely    Very unlikely 
 
9. If a child was showing disrespect to an adult, how likely is it that people in your neighborhood 
would scold that child? 
 
1   2   3   4 
    Very likely          Likely        Unlikely    Very unlikely 
 
10. Suppose that because of budget cuts the fire station closest to your home was going to be 
closed down by the city. How likely is it that neighborhood residents would organize to try to do 
something to keep the fire station open? 
 
1   2   3   4 
    Very likely          Likely        Unlikely    Very unlikely 
 
 
Valued Living Questionnaire (VLQ) 
 
Please rate each domain according to your own personal sense of importance over the past week 
 
      not at all                       extremely 
Domain     important            important 
 
 
1. Family relations (other than marriage or 




2. Marriage/couples/ intimate relations  1        2       3       4       5       6      7        8      9      10 
 
3. Parenting      1        2       3       4       5       6      7        8      9      10 
 
4. Friendships/social relations   1        2       3       4       5       6      7        8      9      10 
 
5. Employment    1        2       3       4       5       6      7        8      9      10 
 
6. Education/training     1        2       3       4       5       6      7        8      9      10 
 
7. Recreation      1        2       3       4       5       6      7        8      9      10 
 
8. Spirituality      1        2       3       4       5       6      7        8      9      10 
 
9. Citizenship/community life   1        2       3       4       5       6      7        8      9      10 
 




Please rate how consistent your actions have been with the importance of each value domain 
over the past week  
 
not at all                       extremely 
Domain     consistent            consistent 
 
 
1. Family relations (other than marriage or 
parenting)     1        2       3       4       5       6      7        8      9      10 
 
2. Marriage/couples/ intimate relations  1        2       3       4       5       6      7        8      9      10 
 
3. Parenting      1        2       3       4       5       6      7        8      9      10 
 
4. Friendships/social relations   1        2       3       4       5       6      7        8      9      10 
 
5. Employment    1        2       3       4       5       6      7        8      9      10 
 
6. Education/training     1        2       3       4       5       6      7        8      9      10 
 
7. Recreation      1        2       3       4       5       6      7        8      9      10 
 




9. Citizenship/community life   1        2       3       4       5       6      7        8      9      10 
 
10. Physical well-being    1        2       3       4       5       6      7        8      9      10 
 
 
Duke University Religion Index (DUREL) 
 
1. How often do you attend church? 
 
1      2         3          4           5   6 
        Never         Once a year   Few times  Few times Once a week      More than 
          or less       a year    a month                 once/week 
 
2. How often do you spend time in private religious activities such as prayer, meditation, or bile 
study? 
 
1           2             3          4           5 
       Rarely or         Few times  Once a week            Two or more       Daily 
       Never     a month               times a week                 
 
3. In my life I experience the presence of the Divine 
 
1           2             3          4           5 
     Definitely         Tends not       Unsure               Tends to      Definitely true 
      Not true    to be true        be true       of me                
 
4. My religious beliefs are what really lie behind my whole approach to life 
 
1           2             3          4           5 
     Definitely         Tends not       Unsure               Tends to      Definitely true 
      Not true    to be true        be true       of me 
 
5. I try hard to carry my religion over into all other dealings in my life  
 
1           2             3          4           5 
     Definitely         Tends not       Unsure               Tends to      Definitely true 





PTSD Checklist (PCL-Civilian) 
 
 
During the past month, how much have you been 





















1. Repeated, disturbing memories, thoughts, or 
images of the 2010 earthquake. 
     
 
2. Repeated, disturbing dreams of the 2010 
earthquake. 
     
 
3. Suddenly acting or feeling as if the earthquake 
were happening again (as if you were reliving 
it)? 
     
 
4. Feeling very upset when something reminded 
you of the earthquake? 
     
 
5. Having physical reactions (e.g., heart 
pounding, trouble breathing, sweating) when 
something reminded you of the earthquake? 
     
 
6. Avoiding thinking about or talking about the 
earthquake or avoiding having feelings related to 
it? 
     
 
7. Avoiding activities or situations because they 
reminded you of the earthquake? 
     
 
8. Trouble remembering important parts of a 
stressful experience from the past? 
     
 
9. Loss of interest in activities that you used to 
enjoy? 
     
 
10. Feeling distant or cut off from other people? 
     
 
11. Feeling emotionally numb or being unable to 
have loving feelings for those close to you? 
     
 
12. Feeling as if your future will somehow be cut 
short? 
     
 
13. Trouble falling or staying asleep? 
 
     
 
14. Feeling irritable or having angry outbursts? 
 
     
 
15. Having difficulty concentrating? 
 
     
 
16. Being “super-alert” or watchful or on guard? 
 
     
 
17. Feeling jumpy or easily startled? 
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During the past month, how often 
































      
 
2. interested in life 
 




      
 
4. that you had something 
important to contribute to society 
      
 
5. that you belonged to a 
community (like a social group, 
your school, or your neighborhood) 
      
 
6. that our society is becoming a 
better place for people like you 
      
 
7. that people are basically good 
 
      
 
8. that the way our society works 
made sense to you 
      
 
9. that you liked most parts of your 
personality 
      
 
10. good at managing the 
responsibilities of your daily life 
      
 
11. that you had warm and trusting 
relationships with other children 
      
 
12. that you had experiences that 
challenged you to grow and 
become a better person 
      
 
13. confident to think or express 
your own ideas and opinions 
      
 
14. that your life has a sense of 
direction or meaning to it 






SLM Experiences Survey  
 
Name of IDP camp ___________________           Time in IDP camp_____________________ 
 
 
1. What month and year did you participate in SLM? _______________________ 
 
2. How active have you been in SLM? 
 Not at all active 
 Somewhat active, not consistent 
 Regular, fairly active member 
 Very active 
 Extremely active; involved in a leadership role  
 





 Over 12 
 
4. What month(s) and year did you participate in SLM?_____________ 
 
5. Which component(s) of the program did you find useful? (For each selected choice, please 
indicate how useful this was using a 1 to 10 scale) 
 Learning about earthquakes _________ 
 Learning about response to trauma _________ 
 Meeting other people with similar struggles ___________ 
 Sharing my story (testimonials) or hearing others’ stories _______ 
 Interacting with the SLM staff ________ 
 Relaxation techniques _____ 
 Other activities ____________________________________ 
Describe Your Experiences with SLM  
 
For each item, circle the number that corresponds with the statement that best describes your 
experiences with SLM.  (1 = strongly disagree, 2 = disagree, 3 = neutral, 4 = agree, 5 = 
strongly agree) 
 
1. I had important responsibilities in the group     
 





2. I felt I made a real contribution  
 
1     2        3       4   5 
 
3. The topics of discussion in the meetings were useful 
 
1     2        3       4   5 
 
4. I discussed experiences and shared feelings with other SLM group members and facilitators. 
 
1     2        3       4   5 
 
5.  The SLM staff members were knowledgeable and professional 
 
1     2        3       4   5 
 
6.  My experiences and activities challenged my previous opinions 
 
1     2        3       4   5  
 
7. Participation in SLM helped me to feel better 
 
1     2        3       4   5 
 
 
8. My experiences and activities increased my commitment to make a difference in my 
community 
 
1     2        3       4   5 
 
 
9. I learned new skills (e.g. relaxation) 
 
1     2        3       4   5 
 
10. I learned about spiritual growth and faith 
 





11. I learned to see community problems in a new way 
 
1     2        3       4   5 
 
 
12. I learned new strategies for dealing with stress 
 
1     2        3       4   5 
 
 
13. I developed a better understanding of my community’s needs 
 
1     2        3       4   5 
 
 
14. I have developed a close relationship with my group members 
 
1     2        3       4   5 
 
 
15. I have developed a close relationship with residents of my camp 
 
1     2        3       4   5 
 
 
16. I have developed a sense of connection with SLM members outside of my group. 
 
1     2        3       4   5 
 
 
17. The information presented in seminars was easy to understand and makes sense to me 
 
1     2        3       4   5 
 
 
18. The SLM program was beneficial for me. 
 






































APPENDIX B: FOCUS GROUP & INTERVIEW QUESTIONS 
 
129 
FOCUS GROUP QUESTIONS (Community Participants): 
 
 









What it is about SLM in particular (e.g. program characteristics, opportunities, resources) that 






























FOCUS GROUP QUESTIONS (SLM Staff): 
 
 









What it is about SLM in particular (e.g. program characteristics, opportunities, resources) that 







































To what extent did you feel adequately trained and prepared to work with camp residents? 
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SUGGESTED INTERVIEW QUESTIONS (KEY INFORMANTS): 
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